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Abstract 
Post-childbirth morbidities have burdened many women around the world, and women 
often do not seek treatment for them. Studies suggest that they are inhibited in expressing 
their needs, and so seek informal rather than professional help for their health problems, 
though admittedly there is limited evidence about women’s help-seeking behaviour. 
Therefore, this study aimed to explore the key influences on women’s help-seeking behaviour 
in the 12 months post-childbirth. Three different study phases were adopted to answer three 
questions: (i) what evidence exists in the peer-review literature about women’s perceptions 
of the barriers and facilitators they experience in seeking help from health professionals 
within the first the 12 months post-childbirth? (ii) What health problems do women feel 
require help during the 12-month period after childbirth and what is their help-seeking 
behaviour? (iii) What do women who participate in post-childbirth online support forum 
discuss about their health issues? 
This study was underpinned by a feminist pragmatist paradigm and used a multiphase 
mixed methods design. Feminist pragmatism considers multiple views and values experience, 
which provided a useful lens through which to study women’s health problems by hearing 
women’s voices. In the first study phase, a systematic qualitative meta-aggregation was 
applied to literature about women’s perceptions of the barriers and facilitators they 
experience in seeking help from health professionals. The Behavioural Model of Health 
Service Use (BMHSU) was used as a lens to view the qualitative research evidence. In phase 
two, concept mapping, an integrative participatory mixed method, was used to study 
women’s perspectives on help-seeking behaviour for postpartum health problems. 
Bradshaw`s Taxonomy of Needs was used to explain the results of women’s felt need after 
xv 
childbirth. Concept mapping involved an online group of participants creating 83 brainstorm 
statements about post-childbirth health problems and help-seeking, and a second group of 
15 women sorting and rating the statements based on their perception of the prevalence of 
the issues and the help-seeking advice they would offer others. For phase three, the content 
of messages posted by women to an Australian online forum was imported into NVivo 12 Pro 
for qualitative data analysis. The data were evaluated using directed qualitative content and 
thematic analysis. 
The findings showed that women often did not seek professional help because they 
accepted problems as a normal part of the motherhood role. Women were more likely to 
share their problems with family and friends as people they trusted. Online platforms have 
allowed women to share their problems anonymously, but the support provided 
demonstrated some normalising of abnormal problems. Feminist pragmatism explains why 
the normalisation of health problems after childbirth dominates help-seeking behaviour for 
women after childbirth. The views of women, family and friends, and health care providers 
more closely adhere to ‘the fallacy of normalcy’ than recognition of health problems. Family 
and friends were successful when they encouraged women to seek professional help, but 
when women do seek professional help the availability and source of help is important. Some 
health care providers contribute to ‘the fallacy of normalcy’ for health problems, again 
decreasing the number of women who can readily access quality care.  
This thesis highlights a need to reconsider (qualitatively and quantitatively) the approach 
to care after childbirth for women’s trusted people and healthcare providers by 
acknowledging ‘the fallacy of normalcy’ if women are to receive timely and appropriate 
postnatal care.
1 
Chapter 1: Introduction 
When Faith Tan peed on herself and wet the entire floor shortly after the birth of her 
daughter, she brushed off the incident as a one-time embarrassment. After all, she had a 
hard time pushing her third baby out. “I didn’t take it seriously, so I left the hospital 
without telling my doctor about it,” says the 40-year-old administrator. She delivered 
three kids – now aged 13, 12 and one – by vaginal birth. But that was not a once-off. Faith 
never quite regained control of her bladder. Wetting herself at least five to six times each 
day became the new norm. Within a week of delivering, adult diapers had become her 
postpartum essential. Not even the thickest and most absorbent maternity pads could 
keep up with her massive urine leakage.  
“In a sitting position, I was fine. But when I stood up, everything simply flowed out. It was 
very embarrassing because my new helper and the kids saw what happened,” says Faith.  
On a regular day, she had to change her adult diapers at least twice. To avoid wetting 
herself so frequently, Faith made a toilet trip every half an hour. She also tried restricting 
her water intake. “The problem worsened every time I drank something. But it was 
impossible to stop myself from drinking water because I was constantly thirsty from 
breastfeeding,” she adds. She would also leak urine whenever she laughed or coughed.  
Along with the awful realisation that she could no longer control her bladder, Faith also 
developed urinary tract infection and severe piles, both at the same time. The latter 
landed her in the emergency department two weeks after childbirth, while the infection 
probably came about because she was in adult diapers all day, she shares. “The pain from 
the piles was terrible, but I didn’t want to be admitted because that would affect my 
breastfeeding,” she recalls. “Thankfully, the doctors gave me medication and I was able 
to avoid being hospitalised.”  
By the third week, an exhausted Faith felt postnatal blues creep up on her. “Imagine going 
through all those three conditions within a month during your confinement. I didn’t rest 
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at all and felt so down and lost because I didn’t know what to do,” she says. In a desperate 
bid to solve her leaky conundrum, she booked an appointment to see her gynae, who 
recommended strengthening her pelvic muscles with Kegel exercises. Apparently, what 
she was going through was “pretty normal” for a third time mum, according to her 
doctor. Those words, however, were hardly reassuring to Faith. “I was so scared. How 
long would it take for me to regain control of my bladder again?” she says. Until then, she 
had never done such exercises. Neither had she adhered to traditional confinement 
practices when she had her first two kids. “My second child was born premature at 28 
weeks, so I didn’t have the chance to do a proper confinement. Now that I’m an older 
mum, I had planned to rest well. But I ended up having all these issues!” she says. The 
incident spurred her to take better care of herself. She did Kegels every day without fail, 
and took traditional herbs said to help strengthen her pelvic area. She also learnt to sit 
back and let other people help care for her newborn. “I think my husband felt really bad 
for me and tried to be more hands-on with the baby. For example, he and the helper 
would take turns to carry the baby so that I did not put extra pressure on my bladder. I’d 
only hold the baby when I was seated,” Faith says (Gan, 2016). 
This story is a common one among women after childbirth, and many women experience 
different morbidities which affect their personal and social life. As a midwife and researcher, 
I am familiar with stories such as Faith’s. I have had many women who have experienced the 
same condition for a long time but who did not share their health problems. As a midwife in 
a postpartum clinic, I used a checklist to make sure I had asked all the relevant questions, but 
there are many other health problems such lists do not address. This story, and others like it, 
could be put in the category of ‘hidden suffering’.  
1.1 Research background and rationale 
I am a midwife and have worked in a variety of areas of midwifery practice, including in 
hospitals, health care centres, private practice, and university midwifery education. I 
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witnessed many changes in the role of the midwife in my home country, Iran, which have 
been affected by universal changes in the midwife role. For example, I worked in a private 
practice where I was able to assist with births in my office. After a while, this activity was 
banned by the government. Moving to a hospital, my role was to work under obstetricians’ 
supervision during the childbirth process for low risk women. Throughout my midwifery 
career, I have experienced many of the limitations imposed by a medicalised view of 
childbirth; indeed, midwives have been gradually marginalised from the childbirth process, 
being seen as an aid for obstetricians, and shifted to ante and postpartum care. 
Moving to university as an academic and researcher, the topic of maternal morbidities has 
been among my interests for a long time. As a quantitative researcher, I have studied various 
aspects of postpartum morbidities in the Middle East (Rouhi et al., 2011; Rouhi et al., 2012; 
Rouhi et al., 2016; Rouhi et al., 2017; Rouhi et al., 2018), and the findings of a longitudinal 
study have shown that some of the health problems women experience after childbirth do 
not resolve (Rouhi et al., 2016). This study asked why women experience postpartum health 
problems for a long time, and what help-seeking behaviour this group of women used. 
Moving to Tasmania provided a great opportunity for the researcher to answer these 
questions, not just by being in a different setting, but also because the results of the study 
would help to improve women’s health after childbirth all over the world.  
1.2 Maternal morbidities and post-childbirth help-seeking  
In the first 12 months following childbirth, many women experience physical and mental 
health problems collectively called ‘maternal morbidity’ (Van der Woude, Pijnenborg, & de 
Vries, 2015). These are defined as: “any health condition attributed to and/or complicating 
pregnancy and childbirth that has a negative impact on the woman’s wellbeing and/or 
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functioning” (Chou et al., 2016, p. 1). These health problems occur from conception to post 
childbirth period (WHO, 2018a) and may even affect women live after their reproductive 
period (Filippi et al., 2018). These morbidities have been conceptualised as broad and 
complex and their description has been affected by different perspective’s (Barreix et al., 
2018; Firoz et al., 2013; Say et al., 2018). This is explained because people in society have 
different perspectives, whether healthcare providers or policy makers, about the concept of 
morbidities (McCauley et al., 2020). Globally, about 94 per cent of women experience at least 
one such morbidity during the first 12 months after childbirth (Moran et al., 2020). 
Maternal morbidities have a wide spectrum from life threatening or “maternal near miss”, 
which is defined by WHO as ”the near death of a woman who has survived a complication 
occurring during pregnancy or childbirth or within 42 days of the termination of pregnancy” 
(Firoz et al., 2013, p. 794), to non-life-threatening or “nonsevere” (Barreix et al., 2018). The 
life threatening or “maternal near miss” morbidities result from one of the following health 
problems: postpartum haemorrhage, pre-eclampsia, eclampsia, puerperal endometritis, 
abortion complications, indirect infections (pyelonephritis, influenza-like illness, sepsis, and 
other systemic infections), chronic hypertension, severe anaemia, cancer, heart disease, lung 
disease, renal disease, and hepatic disease (Graham et al., 2016). Overall, for each maternal 
death there are over five near misses (Graham et al., 2016).  
Non-life-threatening morbidities caused by pregnancy and birth can be classified as 
chronic morbidities and milder morbidities. The first group are not life-threatening but have 
ongoing adverse impacts for women’s through ongoing health problems such as fistulas, 
uterine prolapse, and dyspareunia. The second group (postpartum maternal morbidities) 
include health problems such as urinary incontinence, hernias, haemorrhoids, breast 
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problems, and postpartum depression (Koblinsky et al., 2012). These issues are less life-
threatening conditions but the quality of life for these women can been affected for life or 
cause future health problems (Dantas et al., 2020; Wang et al., 2020). 
Although awareness of maternal morbidities has improved, there is no comprehensive 
information about how women manage their problems, and their ways of seeking help remain 
unclear. Help-seeking behaviour is known as a ‘problem-solving strategy’ (Cornally & 
McCarthy, 2011). Certain factors affect this group of women when seeking help, such as 
knowledge about post-childbirth morbidities, culturally informed shame or stigma, 
accessibility of health care providers, and awareness of available treatments (McCallum et al., 
2011; Bina, 2014; Brown et al., 2015).  
Furthermore, health problems have often been regarded as a normal part of the childbirth 
process, and many women spend the postpartum period normalising, minimising or hiding 
their health problems. Indeed, they consider these problems to be a normal part of the 
childbirth process (Abrams, Dornig, & Curran, 2009; Buurman & Lagro-Janssen, 2013). This 
normalising and minimising of health problems after childbirth has been found among family 
and friends, but also among health care providers (Sword et al., 2008; Wuytack, Curtis, & 
Begley, 2015; Bell et al., 2016).  
Health care providers not only normalise health problems after childbirth, they also shift 
their attention to the infant’s need, or to other matters such as breastfeeding and 
contraception (Fowles, Cheng, & Mills, 2012), leading to the mother’s health needs being 
neglected. Women also ignore their needs because of time and financial constraints which 
prevent them from attending to their health (Fowles et al., 2012; Moran et al., 2020).  
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1.2.1 Hidden suffering 
About 30 years ago, MacArthur, Lewis and Knox (1991) identified that many women 
experience postpartum health problems. They argued that these issues are ‘hidden’ because 
women are not encouraged to reveal their postpartum health concerns, and because 
traditional postpartum care does not create the opportunity to disclose them. However, the 
existence of these health problems and their negative impact from pregnancy to the years 
after birth has been highlighted by some authors (Filippi et al., 2018; WHO, 2018). Globally, 
about 94 per cent of women experience at least one such condition during the first 12 months 
after childbirth (Moran et al., 2020). 
As explained in section 1.2; the life threatening or “maternal near miss” could arise from 
health problems such as postpartum haemorrhage, pre-eclampsia, eclampsia, puerperal 
endometritis, abortion complications (Graham et al., 2016). These problems are well 
described, with established plans for treatment (Klainin & Arthur, 2009; Rouhi et al., 2012; 
Miller et al., 2013; Abdollahi et al., 2014; Woolhouse et al., 2014; Corrigan, 2015; Yusuff et al., 
2015; WHO, 2015; Kim & Dee, 2016). However, the less medically identifiable common 
postpartum morbidities, such as backache or fatigue (Schytt, Lindmark, & Waldenstrom, 
2005; McGovern et al., 2007; Rouhi et al., 2011; Hardee, Gay, & Blanc, 2012; Song, Chae, & 
Kim, 2014; Moran et al., 2020), are not taken into consideration in the traditional routine 
postpartum check-up (Macarthur et al., 1991; MacArthur et al., 2002; Levitt et al., 2004; 
Ansara et al., 2005; Cheng, Fowles, & Walker, 2006). Overall, postpartum health services 
insufficiently identify all postpartum health issues that may have long-term effects on 
women’s health. 
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The existence of hidden morbidities in the postpartum period shows that women’s 
postpartum needs are not always being met (Cassiano et al., 2015). The problem is 
compounded by the inhibition postpartum women feel in expressing their needs (Maher & 
Souter, 2006). To assess the needs of women in the postpartum period, there is a trend 
toward assessing delivered services (Hohman & Loughran, 2013). Bradshaw (1994) defined 
four types of need. First is ‘felt need’, when clients know about their need but do not disclose 
it. Second is ‘expressed need’, when someone takes action to meet their felt need. Third is 
‘normative need’, which is need defined by experts, such as policymakers and health 
professionals, and which usually results in services designed to care for people in society. 
Normative need can be affected by any difficulties in defining need and by disagreement 
among experts. Finally, ‘comparative need’ is simply a comparison of the needs of people in 
different states of health or geographic areas (Bradshaw, 1972; Bradshaw, 1994; Carver, 
Ward, & Talbot, 2014). Bradshaw’s taxonomy helps to clarify the discussion of needs in 
relation to the post-childbirth women in the current study.  
1.3 Feminist pragmatism as theoretical background  
The theoretical background selected for this study is feminist pragmatism. First appearing 
in the 1990s (Rooney, 1993), the combination of pragmatism and feminism covers the 
strengths and weaknesses of both theories. Feminist philosophers adopted the core concepts 
of pragmatism, creating a framework combining “pluralism, lived experience and public 
philosophy, with feminist theory and practice in order to engage in social issues about 
women” (Whipps & Lake, 2004, p. 1). Feminists argue that sex is determined biologically, but 
that gender is a set of socially constructed expectations placed on men and women (Alston et 
al., 2006). These social expectations shape the roles of women and men in a society, where 
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the physical strength of men (used in doing agricultural work, for example) has marginalised 
women to home-based tasks (Liepins, 2000). In health, pregnancy has been accepted as the 
biological role of women, and Alston et al. (2006) argue that gender construction has forced 
women to take care of their family members at the expense of ignoring their own health. 
Gender is thus a determining factor in the lack of understanding of women’s health problems. 
Creswell (2013, p. 10) argued that there are “different forms of the pragmatism 
philosophy, but for many pragmatisms as a worldview arises out of actions, situations, and 
consequences rather than antecedent conditions”. Pragmatists believe that the priority is the 
research problem rather than the methodology. Researchers are not restricted to using 
special methods and techniques and to collecting and analysing data. Consequently, to better 
understand the problem, both qualitative and quantitative methods are used (Creswell, 
2013). Both feminism and pragmatism emphasise experience; the aim is solving problems, 
and the researcher’s experience helps to form the knowledge about the area of research 
(Rooney, 1993). Accordingly, feminist pragmatism underpinned this study. Feminist 
pragmatism will be further explained in the literature review, Chapter 2. 
For this study, a mixed methods approach was selected. Qualitative and quantitative 
methods of research have their own benefits and deficits, so they help us to gather different 
types of information (Bryman, 2007). With ‘mixing or blending’, we can achieve a more 
comprehensive perspective in research questions or hypotheses than either qualitative or 
quantitative methods could achieve alone (Creswell, 2013).  
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1.4 Purpose 
The aim of this mixed method study was to explore the key influences on women’s help-
seeking behaviour in the 12 months post-childbirth. To achieve this aim, this study was 
conducted over three phases. 
Phase one was conducting a meta-aggregation systematic review with the objective of 
exploring women’s perceptions of the barriers and facilitators they experience in seeking help 
from health professionals within the first 12 months post-childbirth. 
Phase two was investigating help-seeking behaviour among Australian women for their 
health problems in the 12 months post-childbirth. The main objectives were to identify the 
health problems that women felt required help during this period and to identify their 
subsequent help-seeking behaviour. 
Phase three explored online help-seeking discussions about post-childbirth problems 
among women who participate in post-childbirth online support forum. This phase had three 
objectives: identification of health problems by women shared online; identification of 
women’s motivations for questions posted on the forum discussion board; understanding the 
support given to mothers who have posted questions about post-childbirth morbidities.  
• Phase 1: Systematic qualitative meta-aggregation review: Women’s help-seeking 
behaviours within the first 12 months after childbirth 
• Phase 2: Concept mapping study: Mothers’ views of health problems in the 12 months 
after childbirth  
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• Phase 3: Content analysis of health-related support: The ‘fallacy of normalcy’: a 
content analysis of women’s online post-childbirth health-related support.  
1.5 Study aim and research questions  
1.5.1 Study aim 
The aim of this study was to explore the key influences on women’s help-seeking behaviour 
in the 12 months post-childbirth.  
1.5.2 Research questions 
1. What evidence exists in the peer-reviewed literature about women’s perceptions 
of the barriers and facilitators they experience in seeking help from health 
professionals within the first 12 months after childbirth? 
2. What are the health problems that women felt required help during the 12 month 
period after childbirth, and what help-seeking behaviour did they employ? 
3. Which health problems were shared among women who sought help? 
4. What were the motivations behind questions mothers posted on the discussion 
board?  
5. What support was given to mothers who had posted questions about post-
childbirth morbidities?  
1.6 Structure of this study  
Chapter 1 has described the aim and research questions, as well as the background of the 
study. 
Chapter 2 presents a review of the literature on post-childbirth maternal morbidities and 
help-seeking behaviour. The chapter summarises relevant literature on post-childbirth health 
problems and help-seeking behaviour among women. It explains traditional postpartum care, 
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physical, mental and societal changes during this period, as well as postpartum care in 
developed countries and barriers to seeking care. Relevant feminist literature, forming the 
theoretical background, will also be discussed. Finally, the chapter will address help-seeking 
behaviour among women during the post-childbirth period. 
Chapter 3 illustrates the conceptual framework and research design for this study. In this 
chapter, the rationale for selecting a mixed methods design is explained. As this study has 
three phases, the reasons for selecting the research design for each phase are clearly outlined.  
Chapter 4 reproduces an article containing a systematic qualitative meta-aggregation 
review of women’s help-seeking behaviours within the first 12 months after childbirth.  
Chapter 5 reproduces an article on mothers’ views of health problems in the 12 months 
post-childbirth using a concept mapping methodology.  
Chapter 6 reproduces an article about online help-seeking and discussion groups for post-
childbirth mothers through a content analysis of health-related support.  
Chapter 7 interprets and synthesises the key findings of the three phases in the context of 
maternal health problems after childbirth.  
Chapter 8 presents final statements on the achievements and limitations of this study, as 
well as recommendations for reform.  
1.7 Chapter summary 
This chapter has presented an overview of the study. The chapter started with background 
on maternal morbidities and help-seeking behaviour and the rationale for conducting this 
study. Following this, it explained the aim of the study, and introduced the three phases 
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designed to achieve the study’s aim. The theoretical and conceptual background for this study 
has also been described. The feminist pragmatist underpinning of this study was chosen to 
explain the key findings on the influences on women’s help-seeking behaviour in the 12 
months post-childbirth. The feminist pragmatist paradigm and multiphase mixed methods 
design are intended to uncover women’s health problems by considering multiple views and 
valuing experience by listening to (and hearing) women’s voices. The next chapter will review 
the literature relevant to the themes and aim of this study.
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Chapter 2: Literature review 
A narrative overview has been employed for this review of literature. A narrative overview 
allows a critical analysis and summary of published articles related to the key concepts 
relevant to the aim of this thesis (Cronin et al., 2008; Green et al., 2006; Ferrari, 2015). This 
narrative literature review will highlight the current state of knowledge, including gaps, in 
women’s help-seeking post childbirth. This chapter will clarify the research question. 
This chapter presents a review and summary of the relevant literature on post-childbirth 
health morbidities and help-seeking behaviour among women. It describes the traditional 
approach to postpartum care, the physical, mental and social changes during the postpartum 
period, as well as the state of postpartum care in developed countries and barriers to seeking 
care. Women’s needs and the state of post-childbirth care in developed countries are then 
considered. This chapter will also highlight known barriers to and facilitators of post-childbirth 
help-seeking behaviour among women including health literacy and other social 
determinants of health. These issues are interconnected as women’s help-seeking is 
dependent on them being informed about and understanding what health problems /issues 
are common but not normal. This is exacerbated by the lack of women’s views in the 
literature. 
   The chapter points out the gaps in the literature which led to the research questions of this 
study; for example, that postpartum women typically do not seek help for their health 
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problems, and further that family, friends and even health care providers do not facilitate or 
acknowledge or dismiss their seeking help. Feminist theory provides an explanation for the 
lack of women’s views in the literature. Before explaining the issues, it is important to clearly 
define the term ‘postpartum’.  
2.1 Search strategy  
    The following question guided this narrative overview: ‘What is known about postpartum 
morbidities, women’s help seeking, and obstacles to access of postpartum care?’  
Electronic databases were searched for published articles: PubMed, CINAHL, Google Scholar 
and the Cochrane database, and article reference lists scanned to detect additional articles. 
Only articles published in English, between 2000-2019 were included.  
      Three separate searches, each building on the last, were conducted of each database. 
The terms in search (1) were: ‘postpartum’, ‘postnatal’, ‘perinatal’, ‘after childbirth’, 
‘following birth’, ‘postpartum period’, ‘puerperium’, ‘birth’, The terms in search (2) were: 
‘maternal’, ‘women’, ‘mothers’. The terms in search (3) were: ‘postnatal care’, ‘health care 
access’, ‘perinatal care’, help-seeking. The terms in search (4) were: ‘obstacles’, ‘barriers’, 
‘facilitators. All searches utilised the Booleans AND or OR to link search descriptors. The 
primary search found 568 papers but the search for recent literature continued during the 
candidature. The abstracts were scanned for relevance and those that did not meet the 
search criteria were excluded, those that did were read in full. The literature was scanned 
repeatedly over several years for new work. In total seventy-eight papers were included in 
this chapter after evaluation and synthesised around key concepts. 
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2.2 Definition of the postpartum period 
Traditionally, the postpartum period, or the puerperium, begins one hour after delivery of 
the placenta and continues for approximately six weeks (WHO, 1998). It is also referred to as 
“the postnatal period (Latin for “after birth,” from post meaning “after” and natalis meaning 
“of birth’”) or puerperium (Latin for “after childbirth,” from puerperal meaning “a woman in 
childbed”)” (Thung & Norwitz, 2010, p. 1). It has traditionally been said that during this period, 
all reproductive organs returning to a ‘not pregnant’ state (Leah, 2000). The postpartum 
period is divided into three phases: “the acute period (first 6–12 hours after birth), the 
subacute phase (2–6 weeks after birth), and the delayed phase (lasting up to 6 months post-
delivery)”(Suplee, 2014, p. 780). Recently it has been argued that the 12 months after 
childbirth is the real period of recovery for woman’s health (Walker, Murphey, & Nichols, 
2015) and is a crucial intermediate time for her physical and mental wellness (Singh & Kumar, 
2014). This extended 12-month postpartum period is the focus of this study. 
2.3 Post-childbirth morbidities 
Maternal morbidities are defined as “any health condition attributed to and/or 
complicating pregnancy and childbirth that has a negative impact on the woman’s wellbeing 
and/or functioning” (Chou et al., 2016, p. 1). Since 1980, postpartum morbidities have 
received increasing interest in both developed and developing countries. A range of research 
approaches have been employed to identify long and short term acute and chronic 
morbidities following childbirth (Field et al., 1983; Gunn, 2003; Vallely, Ahmed, & Murray, 
2005; Hogan et al., 2010). In developed countries, such as the USA, UK, and Australia, more 
emphasis has been placed on the compilation of postpartum morbidity statistics (Gunn, 
2003). These studies have focused on the prevalence of post childbirth maternal morbidities. 
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Maternal morbidities remain a challenge to define, interpret and measure, and the 
prevalence of both general and specific morbidities has been inadequately addressed in the 
literature (Vallely et al., 2005; Webb et al., 2008; Hardee, Gay, & Blanc, 2012; Filippi et al., 
2018), in spite of the reduction of maternal morbidity after childbirth being one of the UN’s 
eight Millennium Development Goals (MDG 5) (Ronsmans & Graham, 2006; Graham et al., 
2016). Many women around the world experience morbidities which they may themselves 
ignore, or which go neglected by health care providers (Maher & Souter, 2006; Cassiano et 
al., 2015). Further, Cassiano et al. (2015) found that women are less concerned about their 
physical and mental health problems due to new conditions, such as caring for the newborn 
and responsibilities around the house. In addition, the quantitative and qualitative literature 
covers various aspects of this issue, but has paid relatively little attention to women’s views.  
Seminal studies such as those by Macarthur, Lewis and Knox (1991) and Glazener et al. 
(1995) have shown that postpartum morbidity is a worldwide phenomenon, and estimated 
that 90 per cent of women report having problems related to childbirth during the first eight 
weeks (Van der Woude et al., 2015; Moran et al., 2020), about 94 per cent of women 
experience at least one such condition during the first 12 months after childbirth (Moran et 
al., 2020), and that some women have these morbidities for two (Van der Woude et al., 2015) 
or even five years after childbirth (Rouhi et al., 2016).   
According to the definition provided by Chou et al. (2016), women’s health is a culmination 
of the earlier phases of their life and morbidities defined as ‘postpartum’ may predate 
pregnancy or develop during pregnancy. Maternal mortality from pregnancy-related 
complications still causes about 350,000 deaths per year among women in the third world 
(Hardee et al., 2012). For every maternal death from pregnancy-related causes, about 20 or 
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30 women experience acute or chronic morbidity, often with tragic consequences (Hardee et 
al., 2012; Chou et al., 2016; Say et al., 2018). Thus, maternal mortality is just “the tip of the 
iceberg and maternal morbidity is the base” (Singh & Kumar, 2014, p. 2). Around the world, 
the six-week postpartum period is the time of highest risk for women; about 61 per cent of 
all maternal deaths happen in this time, compared to 24 per cent during gestation and 16 per 
cent during birth (Singh & Kumar, 2014).  
The effects of many postpartum morbidities can be categorised as short term, such as 
infection, anaemia, perineal tears, urinary tract infection, and depression, or longstanding, 
such as incontinence, fistulas, pelvic inflammatory disease, genital prolapse, hypertension, 
haemorrhoids, nerve damage, pituitary failure, anaemia, and infertility (Ferdous et al., 2012). 
These health issues originate from pregnancy, the first or second week after delivery, but if 
they are not recognised or treated properly, they can become chronic conditions. Annually, 
between 15 and 20 million women endure impairments from these long-term morbidities 
(Vallely et al., 2005), and it is estimated that 50 million are afflicted by morbidities such as 
haemorrhage, pregnancy-related hypertension, pulmonary embolisms, and puerperal sepsis 
(Singh & Kumar, 2014). In 2017 approximately 80 million cases of maternal morbidities were 
reported (Moran et al., 2020).  
2.4 Identification of physical and emotional postpartum changes 
Childbirth is considered to be the apex of physical and mental changes in a woman’s life 
(Mercer, 2004; Sagayadevan et al., 2015). Traditionally, it has been said that hormonal related 
changes resulting in the beginning of involution of the organs to the non-pregnant condition, 
but this period, too, consists of physical, mental, and social changes (Song et al., 2014). To 
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better understand the nature of postpartum morbidities, we must first look at the changes 
that occur after childbirth. 
2.4.1 Physical changes  
Women’s bodies undergo significant changes in the postpartum period. In the first six weeks 
after childbirth, the pelvic organs (uterus, vagina, ligaments and muscles) return to pre-
pregnant state. The uterus gradually decreases in size, and the vagina, uterine ligaments, 
muscles of the pelvic floor, and rectus muscles return to their non-pregnant positions. 
Postpartum bleeding continues for five to six weeks. In breastfeeding women, ovulation will 
return at about eight to 10 months, and in four to five weeks for women not breastfeeding. 
By two to three weeks, all perineal tears and any lacerations should have healed. Changes in 
renal function and digestion related to pregnancy gradually resolve. The cardiovascular 
system undergoes dramatic changes during the postpartum period (Abbott, Bowyer, & Finn, 
2014; Cunningham et al., 2018). Most major pregnancy-related physical changes gradually 
subside over six to eight weeks, but for some women, physical morbidities such as back 
pain, urinary incontinence, bowel problems and fatigue lead to ongoing poor physical health 
(Webb et al., 2008; Haran et al., 2014; Daly et al., 2018; Jurášková et al., 2020).  
There are some key socio-economic factors which are known to affect women’s post 
childbirth health such as physical access, political context, the maternity care system, 
acceptability, colonialism, cultural factors (Dawson et al., 2019, p. 1), poverty (Graham et al., 
2016), social support (Hetherington et al., 2020) and low levels of health literacy (Guy et al., 
2014; Brown et al., 2020). 
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2.4.2. Mental changes  
Many women experience some mood changes during this period, such as postpartum 
‘blues’, and some women are at increased risk of developing to postpartum depression and 
psychosis and anxiety. Postpartum blues have been described as temporary periods of 
depressive signs, usually occurring four days after childbirth, though for some women it can 
happen two weeks after childbirth (Rezaie-Keikhaie et al., 2020). The symptoms consist of 
“anxiety, disturbed sleeping patterns, decreased appetite and irritability” (Derbyshire & 
Costarelli, 2008, p. 162), which 80 to 85 per cent of all women experience (Corrigan, 2015).  
Postpartum depression is more serious than postpartum blues, and is characterised by a 
variety of different symptoms, which can include “feelings of suicide, obsessive thoughts, and 
extreme petulance” (Derbyshire & Costarelli, 2008, p.33). Postpartum depression typically 
appears within six weeks of childbirth (Dindar & Erdogan, 2007). Globally, the claimed 
prevalence of postpartum depression varies from as low as 0.5 per cent to 60.8 per cent, 
depending on the scale used (Klainin & Arthur, 2009). 
 Postpartum psychosis is an acute mental disorder that occurs during the first days to 
weeks after childbirth. It is a critical situation, potentially endangering the child and mother, 
which needs emergency intervention. Psychosis is recognised from reports of “auditory 
hallucinations, grandiose delusional beliefs, and depressive symptoms, with feelings of 
hopelessness, worthlessness, and uselessness”. The prevalence of postpartum psychosis in 
the general population of women is one to two in 1,000 (0.1 to 0.2 per cent) (Berrisford, 
Lambert, & Heron, 2015, p. 22).  
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There are other mental health disorders which impact on women’s experience, grouped 
as ‘anxiety and related disorders’ (AD). These are by definition “experienced by women during 
pregnancy and the postpartum period (the first 12 months after birth)” (Abrar et al., 2020, p. 
13). AD consists of Obsessive-Compulsive Disorder (OCD), Panic Disorder, Posttraumatic 
Stress Disorder (PSD) and Generalised Anxiety Disorder (GAD) (Collins, 2018). These mental 
problems are preventable and categorised alongside with major depressive problems 
(Fairbrother et al., 2016). The prevalence of prenatal and postpartum AD has been reported 
at between 9–22% and 11–21% respectively (Fairbrother et al., 2016). Women who have 
physical health problems during pregnancy have been reported to have more AD (Abrar et 
al., 2020).  
Several elements have been identified as playing a role in postpartum mental health. These 
factors can be grouped as biological, psychological, and socio-cultural. One biological factor 
is endocrinological, though it is still not clear which hormones cause postpartum mental 
problems (Derbyshire & Costarelli, 2008; Glasheen, Colpe, Hoffman, & Warren, 2015; 
Valadares et al., 2020). Among psychological factors, a history of major depressive episodes 
and other psychiatric illnesses, such as psychosis, life stressors and anxiety, are known risk 
factors for postpartum mental health issues (Abdollahi et al., 2014; Stone et al., 2015). Socio-
cultural variables also contribute to postpartum mental ill-health. These variables can be 
grouped in terms of characteristics of the mother: age, occupation, educational attainment, 
economic status, and whether the pregnancy was unplanned (Klainin & Arthur, 2009; Rouhi 
et al., 2012). Family income and relationship status with the partner/father of the infant 
(Stone et al., 2015; Lange et al., 2019; Hetherington et al., 2020; Johansson et al., 2020), the 
age of the marriage (Abdollahi et al., 2014; Valadares et al., 2020) and negative pregnancy 
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experiences (Bernazzani & Bifulco, 2003; Koss et al., 2016) also play a part. Socio-cultural 
characteristics of the infant, including health problems and quality of paediatric care (Rouhi 
et al., 2012), are also significantly associated with mental disorders in the mother (Shaw et 
al., 2006). 
2.4.2.1 Emphasis on postpartum depression 
Since 1998, the World Health Organization (WHO) has made it a priority to address 
maternal health issues (WHO, 1998, pp. 59, 61). Among postpartum morbidities, more 
emphasis has been placed on depression (Klainin & Arthur, 2009; Buurman & Lagro-Janssen, 
2013) and on the role of health care providers in early detection, better understanding, and 
referral systems (Jones, Creedy, & Gamble, 2011).  
In Australia in 2007, the Perinatal Mental Health Group, and Beyond Blue’s Perinatal 
Mental Health National Action Plan, were established to address mental health issues in 
Australian women (AHMAC, 2009, p. 4). The National Perinatal Depression Initiative was then 
launched by the Australian federal, state, and territory governments with the aim of 
prevention and early recognition of perinatal depression (AHMAC, 2009). The Australian 
government spent $55 million on the National Perinatal Depression Initiative over five years 
(Jones et al., 2011). In addition, each state implemented Beyond Blue’s Perinatal Mental 
Health National Action Plan and the National Perinatal Depression Initiative in response to 
indigenous needs and urgencies (Jones et al., 2011).  
 According to the Australian National Health and Medical Research Council’s Clinical 
Practice Guidelines for Depression and Related Disorders in the Perinatal Period (2010), the 
evaluation of postpartum depression should be done by GPs, midwives and maternal and 
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child health nurses (Jones et al., 2011). A study by Gunn and colleagues (2003) in Australia 
identified that health care providers had insufficient knowledge about postpartum 
depression. However, interventions (such as an educational program for midwives working in 
Melbourne hospitals, for example) can improve providers’ ability to recognise and care for 
mental illness and psychosocial risks, including depression and domestic violence (Gunn et 
al., 2006). A national survey by Jones et al. (2011) gathered data on midwives’ knowledge 
about perinatal depression and showed that midwives were not satisfied with their 
educational curriculum; they felt that they had to rely on other sources of information, such 
as books, or papers in journals. A systematic review by Austin et al. (2013) on the recognition 
and supervision of mood disorders in the maternity field showed that, in Australia, the role of 
midwives in maternal mental health is unclear.  
Compared to 20 years ago, there has recently been an improvement in recognition of 
postpartum mental health problems, which highlights that policy impetus and education can 
boost knowledge of postpartum health issues among health care providers (Gunn et al., 2003; 
Jones et al., 2011). To offer adequate emotional care to postpartum women, health care 
providers must be given information and education. Jones et al. (2011) argue that it is the 
responsibility of all health care providers to: have knowledge of perinatal depression; use 
validated screening tools to recognise high risk women; and put referral systems in place to 
care for and support such women. Although mental health problems have been regarded as 
a priority for health care providers, many women’s and their families’ lives continue to be 
affected by post-childbirth mental disorders. 
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2.4.3 Social changes 
The postpartum period is also a time of alteration in the social aspects of women’s lives, 
driven by new parental responsibilities, changes to personal relationships and body image, 
and increased infant and family care and household management responsibilities. During this 
period, all women have special needs as they cope with these major changes (EdalatiFard et 
al., 2016). In addition, they are expected to deal with often significant impacts on their social 
and economic resources (Rowe, Holton, & Fisher, 2013; Powell & Karraker, 2019). Adaptation 
to a new role happens over a long period after childbirth for many new mothers (Fahey & 
Shenassa, 2013), and this, in turn, requires psychological adjustment (Darvill, Skirton, & 
Farrand, 2010). It is arguable that social changes should also be considered as one of the 
postpartum changes, as it is clear that adaption to parenthood puts considerable pressure on 
many aspects of women’s lives (Rowe, Holton, & Fisher, 2013). Recently, there has been 
renewed interest in the impact of social adjustments on women’s health during the months 
following birth, particularly the first three months postpartum, or the ‘fourth trimester’ 
(Verbiest et al., 2018). 
2.5 History of postpartum care  
In 1975, anthropologist Sheila Kitzinger asserted that “there is a fourth trimester to 
pregnancy, and we neglect it at our peril” (Kitzinger, 1975, p. 118). Around the world, 
postpartum care practice was derived from techniques developed in the early 20th Century in 
response to high rates of maternal and neonatal mortality. At that time, maternal and 
neonatal care was focused on “observation and examination” (WHO, 2010, p. 3). The first 
guideline published by the WHO, “Postpartum care of the mother and newborn: A practical 
guide report” (WHO, 1998) was informed by studies published since the 1980s. For the first 
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time, the WHO identified the postpartum period as “under-researched and under-served”. 
This report addressed postpartum care of the mother and newborn and led to new policies 
for the postpartum period for 189 countries around the world. The aim of the practical guide 
was to enhance awareness about postpartum, maternal and newborn health, and to provide 
recommendations for infrastructure to meet the needs of women and families.  
The WHO (1998) proposed practices to enhance postpartum health, not only to increase 
the awareness, abilities and the attitudes of midwifery, nursing and medical students, but also 
to increase women’s awareness of postpartum issues. Further, the report suggested that all 
countries prioritise research related to the postpartum period, such as addressing mental 
health issues, efficient postpartum care, assessment of long-term morbidities, and unified 
postpartum services (WHO, 1998, pp. 59, 61). The report was introduced as a practical guide 
for postpartum and postnatal care.  
Early in the 21st Century, there was a desire to decrease maternal and neonatal mortality 
around the world, and to increase the level of women’s awareness as caregivers to be more 
involved in their own care. The aim of postpartum and postnatal care shifted to focus on 
increasing the level of awareness among family members and society more broadly to support 
postpartum women (WHO, 2010, p. 3). In October 2008, reduction of postpartum mortality 
became an aim for the WHO, which in 2012 shifted to the reduction of major maternal 
morbidities, such as haemorrhage, infection, anaemia, and depression (WHO, 2013b); other 
minor health problems, such as backache and fatigue were not addressed. As can be seen, 
apart from attention on postpartum maternal mental issues (Dennis & Dowswell, 2013), there 
has been little consideration of other postpartum morbidities such as backache and fatigue. 
This seems to reflect a shift in policy focus from health professionals to communities. 
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In 2000, two goals were launched to reduce maternal mortality; Millennium Development 
Goal (MDG) 4 and MDG 5.  The aim of MDG 4 “was to reduce the under-5 mortality rate by 
two-thirds between 1990 and 2015”, and the target for MDG 5 was “to reduce the maternal 
mortality ratio by three-quarters during the same period” (Lozano et al., 2011, p. 1139). Later 
in 2015, another global strategy introduced “The Global strategy for women’s, children’s and 
adolescents’ health (2016–2030)”, with three aims broaden their goals from reducing 
mortality: “survive (end preventable deaths); thrive (ensure health and well-being); and 
transform (expand enabling environments)”(Kuruvilla et al., 2016, p. 398). This strategy has 
emphasised to enhance the health and well-being of women, children, and adolescents.  
Filippi et al. (2018) introduced a new conceptual framework for maternal morbidities as a 
women-centred approach. These health problems are not limited to the six weeks after 
childbirth; this period must expand from preconception to the post-reproductive or post-
menopausal periods. Also, socioeconomic conditions, not just? clinical and biological issues, 
must be considered. The necessity to do longitudinal studies has emerged.  
2.5.1 The evolution of postpartum care in the developed world 
The aims of postpartum care are healthy mothers and children; the early finding of 
problems; supporting women to have successful breastfeeding and birth spacing; and 
avoiding contagious diseases between mother and child (Xiang et al., 2014). The WHO 
established a practical guide for postpartum and postnatal care in 1998, and has provided 
periodic updates and new guidelines on postpartum issues to promote these aims (WHO, 
2010, 2013b, 2015). In the same year, the WHO asserted that all women should visit a health 
care provider at a health centre six weeks after childbirth (WHO, 1998). The next update, 
based on WHO guidance on the postpartum care of the mother and her infant, advised that 
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all new mothers and their newborns should receive care seven to 10 days and six weeks 
postpartum (WHO, 2013b).  
These timeframes for meeting women’s postpartum needs are not universally agreed, 
however Cheng et al. (2006) argue that postpartum care should cover all women and their 
infants during the 12 months after childbirth, and that it is important that the schedules 
offered meet women’s individual needs and include opportunities for home visits. A literature 
review by Stumbras et al. (2016) to assess the strategies and interventions of the postpartum 
visit demonstrated that the timing of postpartum care is not meeting the needs of women in 
the US. In a Cochrane review by Naohiro, Dowswell, Shuko and Rintaro (2014) on timetables 
for home visits in the early postpartum period, the authors suggest that postpartum home 
care must be organised in line with local demands (Naohiro et al., 2014). Beake et al. (2010) 
assessed the expectation and experience of postpartum women related to postpartum care 
and recognised that there is a discrepancy between women’s expectations and the content 
of current postpartum care, especially in terms of breastfeeding support. A systematic review 
by Haran and her colleagues (2014) showed that, despite the guidelines published by the 
WHO, Australia, the United Kingdom, and the US each have their own approaches to 
postpartum maternal and infant care.  
2.5.1.1 The United States 
The American Academy of Paediatrics (AAP) and the American College of Obstetricians and 
Gynaecologists (ACOG) formerly advised all postpartum women to pursue postpartum care 
between four and six weeks after childbirth (DiBari et al., 2014; Menard et al., 2015). Recently 
ACOG recommends this contact must happen during the first 3 weeks postpartum and the 
priority is the woman’s individual needs (Petersen et al., 2019). This early visit should focus 
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on infant care, family planning, assisting women to sustain breastfeeding, and the diagnosis 
and management of chronic and new physical or mental conditions (DiBari et al., 2014). In 
June 2016, however, ACOG challenged this time frame on the basis that some postpartum 
morbidities occur earlier than six weeks (Stumbras et al., 2016). They suggested all women 
start their postpartum care before six weeks, stressing that if women missed their 
appointments, they be rescheduled (DiBari et al., 2014; Stumbras et al., 2016). Subsequently 
ACOG recommended this contact should happen during the first 3 weeks postpartum and 
woman’s individual needs should be a priority (Petersen et al., 2019). 
In the US, studies from as early as the 1970s have recognised ongoing improvements in 
maternal and child mortality (Menard et al., 2015), assessment of maternal and child health 
(especially attention to women with high-risk conditions), domestic violence, and short 
interval pregnancy (Bryant et al., 2006). Although each state has its own system for 
postpartum care, they share a common aim: to establish perinatal care (Castro Lopes et al., 
2016). However women’s views sugget current pre and postpartum care needs remain 
obscure, and there are demands for more flexible models and considering women’s 
preferences (Peahl et al., 2020).  
2.5.1.2 Canada 
In Canada, public health services for mothers are provided through a range of sources of 
care, such as home care, phone consultation, and health centres (Aston et al., 2015). 
Postpartum visits are scheduled based on immunisation of the infant at six weeks, and at two, 
four, six and 12 months (Barimani & Vikström, 2015). In Canada, perinatal care is publicly 
funded, and women have the right to choose their health care providers, as established by 
the provisions of the Canada Health Act (O'Brien et al., 2011). Because of the shortage of 
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health care providers, especially in remote areas, the Society of Obstetricians and 
Gynaecologists of Canada (SOGC) previously supported midwifery care. After 1994, midwives 
were able to serve as health care providers in hospitals, and levels of satisfaction with their 
services thus began to be documented (O'Brien et al., 2011). But since the 1990s, the 
maternity care of Canadian women has changed so that family physicians are responsible for 
postpartum maternity care and midwives do not necessarily have an active role in this area, 
though this can vary by province. The responsibility of obstetricians has been focused on 
therapeutic and surgical medication (Guliani, 2015).  
2.5.1.3 The United Kingdom 
All postpartum women in the UK have the right to free access to postpartum care (National 
Institute for Health and Care Excellence, NICE, 2015). Women in the UK have their postpartum 
visit during the six to eight weeks after childbirth. They are given information on postpartum 
matters such as childcare and sudden infant death syndrome (NICE, 2015). The economic 
costs of health care in the UK have been a driver to focus on the role of nurses and midwives 
in the care of family and society (Sutcliffe et al., 2012). Policies in the UK have recognised that 
nurses' and midwives' postpartum services are both sufficient and cost-effective, especially 
for low-risk women, and that they give better care than GPs (Report of the Prime Minister’s 
Commission 2010) The timeline for postpartum care recommends visits within 24 hours of 
birth, and at between two and seven days and between two and eight weeks after birth 
(Haran et al., 2014). Bick et al. (2020) criticised current postpartum care in the UK and argued 
that postpartum care in the UK is still not satisfactory (NHS England, 2016). 
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2.5.1.4 Australia 
The Australian health care system offers a wide range of easy access services for all families 
(Goldfeld, Wright, & Oberklaid, 2003). The most important progress in infant and maternal 
pregnancy outcomes resulted from policies on family planning in the 1960s and 1970s, and 
on prenatal care in the 1980s and 1990s (Atrash et al., 2006). Australia's health system has 
been described as a “[a] web of services, providers, recipients and organisational structures” 
(AIHW, 2014a, p. 32). It has a universal public health system for all residents, and a good range 
and coverage of private health insurance (AIHW, 2015b). Before the 1940s, family doctors 
and midwives had responsibility for antenatal care and birth, but advice presented by 
obstetric nurses changed this (AIHW, 2016). In the late 1970s and 1980s, “midwifery-led 
antenatal care and birth outside the hospital” were initiated (AIHW, 2016). Now there is one 
“standard package of obstetrician + midwife + hospital” (AIHW, 2016, p.1). After discharge 
from hospital, women are advised to visit their General Practitioner or child health nurse at 
six weeks postpartum. Despite this, there are no uniform protocols, so postpartum services 
have been described as “inconsistent across jurisdictions, fragmented across disciplines and 
sectors” (Brodribb et al., 2013, p. 2). This has resulting in some women’s needs going unmet. 
In Australia, postpartum care has historically been provided by GPs and Maternal and Child 
Health Nurses (MCHN) funded by the government (AIHW, 2015a). A survey by Brodibb et al. 
(2015) showed that almost all women have postpartum visits during the first two weeks 
postpartum. Women who birthed at a private hospital got fewer referrals, because the GPs 
were sure that they would have had a postpartum visit by an obstetrician prior to discharge 
(Brodribb et al., 2015). Because of the lack of a precise schedule for postpartum visits (Haran 
et al., 2014) and the current trend towards shorter hospital stays for postpartum women 
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(Jones et al., 2016), the WHO (2013) advised that all postpartum women have postpartum 
visits at the first two weeks and at around six weeks.  
The postpartum morbidities assessed by health care providers at postpartum reviews are 
focussed on postpartum depression, breastfeeding, diabetes, hypertension, haemorrhage, 
peripartum hysterectomy, and febrile morbidity in labour (AIHW, 2012). In February 2009, 
the Review of Maternity Services was published, which showed that “there was no consistent, 
national reporting of maternal morbidity, no standard national data and no nationally agreed 
definition of maternal morbidity conditions” (AIHW, 2012, p. 1). This review recommended 
that: “The Australian Government, across the country, agree and implement arrangements 
for consistent, comprehensive national data collection, monitoring and review, for maternal 
and perinatal mortality and morbidity” (AIHW, 2012, p. 1). Although, maternal mortality is 
not common in Australia (AIHW, 2015b). 
 It is acknowledged that there is a lack of research and of postpartum care in Australia, 
with most complications arising at home after discharge from hospital (AIHW, 2012). As 
recently as 2008, the Australian Government Department of Health and Ageing and the Royal 
Australian and New Zealand College of Obstetricians and Gynaecologists expressed concern 
that postpartum care in Australia does not meet the demands of new mothers (AIHW, 2014b). 
Potential reasons for this failure are identified as: reduction of the length of stay at the 
hospital after childbirth; absence of family and social support; lack of infrastructure for health 
care providers and centres; low rate of breastfeeding; and disintegrated care (AIHW, 2014a, 
2014b).  
While the public health system is available to all Australian citizens, there is also the option 
of paying for private health care. Women who give birth at a public hospital have their 
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postpartum care from a registered midwife or child and family health nurse (phone or home 
visit) during the 10 days after hospital discharge, and are also advised to see their GP for 
ongoing postpartum care at about six weeks. Postpartum women who give birth in a private 
hospital stay longer (3 days) in the hospital and have a postpartum follow-up by a private 
obstetrician at about six weeks (Brodribb, Mitchell, & van Driel, 2016).  
It must be noted that Australian women’s preference is individualised home care (Forster 
et al., 2016), which must be provided by well-educated and skilful health care workers 
(Schmied et al., 2011; Bogossian et al., 2017). Inadequate staff has been recognised as a major 
barrier to seeking care (McLachlan et al., 2009; Ellberg, Hogberg, & Lindh, 2010).  
2.5.1.4.1 Tasmania  
Tasmania is an island state off southern Australia and was the site of the present study. 
The state’s community-based child health services were established more than 90 years ago 
to educate mothers about sanitary parenting and to monitor the growth and development of 
infants (Annual Report Tasmania, 2014). In 1994, the Obstetric and Paediatric Mortality and 
Morbidity Act 1994 (the Act) created the Council of Obstetric and Paediatric Mortality and 
Morbidity (the Council). The aim of the Council is the assessment of maternal mortality and 
morbidity (with a focus on postpartum morbidities such as haemorrhage and hypertension), 
and of children up to 17 years (Annual Report Tasmania, 2014). The check-up for all women 
in Tasmania at six weeks after childbirth is focused on women’s issues such as weight, breasts, 
and contraception (Medicare Local Tasmania, 2012). Tasmanian women have access to the 
Child Health and Parenting Service (CHAPS), which is a community-based health promotion 
service aimed at enhancing the health of children (Annual Report Tasmania, 2014). The other 
available services are Parenting Centres for women and men to educate them on topics such 
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as breastfeeding and depression (Royal Hobart Hospital, 2015). It is acknowledged that 
“Tasmania had the largest average number of models of care per maternity service” (AIHW, 
2016, p. 16), but the only studies of the effectiveness of these disparate services identified 
that the needs of Tasmanian mothers are not being met (Hoang & Le, 2013; Hoang et al., 
2014). To date, there is a silence in the literature about the extent and context of postpartum 
morbidities in Tasmania.   
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2.6 Obstacles to postpartum care 
A comprehensive study of the spectrum of women's postpartum behavioural and 
psychosocial health care is needed to identify gaps in care. The identification of these gaps, 
in turn, can be a stimulus to improving care and meeting guidelines for preventive health care 
in the areas of mental health, diet, physical activity, smoking, and alcohol use, for example 
(Walker et al., 2016). There are several known obstacles to postpartum care. Women are 
often disinclined to reveal physical and mental postpartum morbidities in the primary care 
setting, health professionals do not facilitate discussion of postpartum morbidities, and there 
is a lack of awareness of evidence-based management of postpartum health morbidities 
(Hartley et al., 2012). 
The project ‘Healthy People 2020’ (Parento, 2012) aims to increase partnerships with 
women receiving postpartum care, regardless of demographic and socioeconomic 
differences. Thus, this area of care has been emphasised as the public preference to enhance 
postpartum women’s health–considered a neglected period in maternal health care 
(Abushaikha & Khalaf, 2014). Investigating barriers to creating these partnerships is vital for 
health care providers (Ansong, 2015).  
Some known barriers to women using postpartum care are lack of sleep and insufficient 
time to manage their needs. Risky behaviour such as drug or alcohol abuse is another known 
factor that can prevent women from seeking and using postpartum care (DiBari et al., 2014). 
Women who have a health condition during pregnancy presumably are seeking postpartum 
care (Kabakian-Khasholian & Campbell, 2005). The following section, however, describes 
barriers recognised in the literature to postpartum women seeking health care: health 
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literacy, socio-demographic status, economic conditions, psychosocial factors, and 
cultural/traditional factors. 
2.6.1 Mothers not seeking care 
Some postpartum health problems are under-reported and under-recognised (Maher & 
Souter, 2006), and some women experience difficulties in expressing their needs. It is crucial 
for health care workers to understand why women do not always prioritise their own health 
issues (Goldfeld et al., 2003; Maher & Souter, 2006). As Maher and Souter (2014) found, one 
of the reasons for women subordinating their own needs is that their infant’s health takes 
priority. Infants’ physical problems, such as premature birth or low birth weight, are other 
factors in their mothers not seeking postpartum care, as are more significant issues such as 
infant death or stillbirth (DiBari et al., 2014). Sometimes new mothers experience excruciating 
pain, such as breast pain, which forces them to seek treatment, and lack of foreknowledge 
about health issues was common among all mothers.  
2.6.1.1 Health literacy  
The WHO defines health literacy as “the cognitive and social skills which determine the 
motivation and ability of individuals to gain access to, understand and use information in ways 
which promote and maintain good health” (Nutbeam, 1998, p. 357). So, the results of high 
health literacy for society are health improvement and consequent minimisation of health 
care expenses. People with high levels of health literacy are equipped with the knowledge to 
have a better lifestyle in order to prevent, recognise and seek care for their concerns (Guy et 
al., 2014; Brown et al., 2020). Maternal health literacy (MHL) refers to the ability of women 
to pursue and increase their knowledge about their family’s health. One of the important 
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factors is that level of education correlates with a woman’s use of health information and 
their seeking of health care services (Mobley et al., 2014; Brown et al., 2020). While the lack 
of access to health care information for illiterate women can have negative consequences for 
their and their family’s health (Elkhoudri, Amor, & Baali, 2015), this group of women does not 
even rely on health care providers to seek help or treatment for their morbidities (Elkhoudri 
et al., 2015). Health literacy thus has a vital role how women and their families seek care.  
2.6.1.2 Socio-demographic factors  
It is commonly understood that certain socio-demographic factors are barriers to pursuing 
care. Such factors include age at the time of birth (AIHW, 2014a, 2015a; DiBari et al., 2014), 
multiparity, unwanted pregnancies (Almeida et al., 2014; DiBari et al., 2014), and place of 
residence (i.e., whether rural or urban) (Hoang et al., 2014). For women with low levels of 
education, other linked factors affect their seeking of health care, such as proximity to health 
care centres (Zamawe, Masache, & Dube, 2015), and a shortage of staff and infrastructure 
(Chen et al., 2014). In Australia, these issues are regularly assessed by the Australian College 
of Midwives Incorporated (ACMI), the Australian Nursing Federation (ANF), and the Victorian 
Department of Human Services (VDHS) – enrolment of midwives in “rural areas” is viewed as 
a key priority (Forster et al., 2006). The influence of socio-demographic factors should be 
considered in terms of potential obstacles to seeking care. 
2.6.1.3 Economic conditions 
Economic conditions can also play an essential role in discouraging postpartum women 
looking for care. These factors include low income, living in poverty (Almeida et al., 2014; 
DiBari et al., 2014), lack of insurance coverage, and lack of a job (Kabakian-Khasholian & 
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Campbell, 2005). There is a significant relationship between poverty and postpartum 
morbidities, especially mental health issues, which hinder women in seeking care (Guy et al., 
2014; Segre et al., 2007). Health care providers must consider the economic status of 
postpartum women under their care as it has a significant effect on this group of women.  
2.6.1.4 Psychological factors 
The significance of psychological factors as an obstacle to seeking care has been 
identified. For some mental health issues, such as postpartum depression, new mothers do 
not have the knowledge to understand the indicators. There is a fear and embarrassment of 
the ‘stigmatisation’ of mental disorders, so they do not look for treatment (McCallum et al., 
2011; Bina, 2014; Brown et al., 2015). Furthermore, in some countries with child support 
organisations, recognising that a mother has postpartum depression may lead to separation 
of the mother from her child (Dennis & Chung-Lee, 2006). Chung and Lee (2006) suggest that 
increasing public information relating to mental health problems after childbirth is the best 
way to prevent complications from unrecognised mental health issues among postpartum 
women.  
Good relationships between health care providers and mothers encourages mothers to 
use postpartum and ongoing care. An ongoing relationship helps staff recognise women with 
issues, especially mental health issues, who are afraid of revealing their problems (Dennis & 
Chung-Lee, 2006). Socially, it has been recognised that postpartum women have problems in 
revealing their feelings, and that this ‘silence’ has often been neglected by family, friends, and 
health care providers (Dennis & Chung-Lee, 2006). Support and understanding of postpartum 
morbidities from family and friends, and especially from partners (Zamawe et al., 2015), and 
of the importance of seeking care, is crucial (DiBari et al., 2014). Poor marital relations have 
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also been found to be a barrier to accessing care, and contribute to poor maternal and child 
health (Azale, Fekadu, & Hanlon, 2016). 
2.6.1.5 Traditional and cultural beliefs 
Traditional and cultural beliefs are one of the major influences on postpartum care among 
asylum seekers, immigrants and minority groups (DiBari et al., 2014). Culture is explained as 
the ‘values, beliefs, attitudes, and practices’ amongst a group of people when immigrants 
bring their culture to a new home, it does not necessarily fit with available services (Lee & 
Brann, 2015, p.476). Good examples of these cultural differences include: zuo yuezi (ZYZ) or 
‘sitting-the-month’ among the Chinese population, which is a traditional practice for women 
“restraining [them] from going outdoors” (Lee & Brann, 2015, p. 476); or, in Arab culture, 
staying at home for 40 days after childbirth (Abushaikha & Khalaf, 2014). Both of these 
traditions affect women’s seeking and use of postpartum care. Many factors can combine as 
barriers, especially in certain cultural groups. In addition to socio-economic complications, 
women in these groups may experience language barriers, lack of knowledge about available 
services, lack of feeling that those services are useful, and, in some ethnic groups, a lack of 
suitable professional care (Dennis & Chung-Lee, 2006; DiBari et al., 2014; Maneze et al., 2016; 
Navodani et al., 2019). In summary, many different factors can reduce women’s ability or 
willingness to search for and use postpartum care.  
2.6.2 Health professionals lack of care/knowledge  
Information about the knowledge of health care providers is not adequate (McCauley et 
al., 2011). Postpartum education for health care providers is crucial, because many 
postpartum morbidities are not familiar to women’s family and health care providers (Khalaf 
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et al., 2009). Romanno et al. (2010) argue that to improve care for women during the 
postpartum period, health care providers must enhance their knowledge about safe 
motherhood. However, some mothers do not think that health care providers are the best 
resource (Maher & Souter, 2006); Mason (2003) has noted that three characteristics are 
essential for first-time mothers who are searching for GPs: “accessibility (especially after 
hours), trust, [and] expertise in child health”. 
Research also highlights that health care providers can be a barrier to women expressing 
felt needs after childbirth. Some health care providers lack knowledge about postpartum 
morbidities, and this translates into a lack of prompting or action (Khalaf et al., 2009; Beake 
et al., 2010). Recently, it has been argued that a key way to improve postpartum maternal 
and child health is by making health care providers aware of postpartum morbidities 
(Cassiano et al., 2015; Mazzo et al., 2015), with a re-balancing of postpartum health visits 
towards the needs of the woman’s postpartum health (Fahey & Shenassa, 2013). The 
informed health care worker can help the postpartum woman by asking them about these 
morbidities to bypass the problem of new mothers being either unable to concentrate on 
their problems over the demands of their infant, or unaware of what is ‘normal’ in the 
postpartum state (Beake et al., 2010). The recognition of a woman’s unmet needs during her 
postpartum period by health care providers would help women to recognise postpartum 
health problems (Cassiano et al., 2015). This issue has been highlighted by other studies, 
which suggest that health care providers are unable or do not provide full service after 
childbirth (Beake et al., 2010). 
Research shows a concerning lack of knowledge about what is ‘normal’ in the postpartum 
period and its morbidities among health care providers, women and their families (Khalaf et 
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al., 2009; Beake et al., 2010). Postpartum, women need different information based on the 
time of their visit to a health care provider (Beake et al., 2010). It is suggested that health care 
providers should enhance their knowledge of how mothers can “bond with their infant, 
become skilful in techniques of feeding, and grow in confidence as parents” (Beake et al., 
2010). While during the first days of this period most women need information about 
lactation or dealing with settling into a new situation (Beake et al., 2010), there is little clear 
information provided about the rest of the postpartum period.  
Routine physical and psychological assessment of postpartum women by health care 
providers could begin to address their needs. This could be via a checklist to remind health 
care workers to collect the required information from the mother and, if appropriate, their 
partner (Phang et al., 2015). For example, a study by McCauley et al. (2011) in Australia 
showed that there is a lack of knowledge about mental health problems among midwives, 
and that consequently they try to avoid women with mental health problems. Additionally, 
Jones et al. (2012) found that midwives were able to support and care for postpartum women 
emotionally but that their knowledge base needs consideration. Findings from Jarret (2015) 
assessing midwifery students near completion of three-year and 78-week midwifery 
programmes suggest that the reasons behind the lack of knowledge of postpartum 
morbidities include health professionals’ lack of skill, teaching, and support. 
2.6.2.1 General Practitioners 
Postpartum visits give an opportunity to health care providers such as GPs to assess the 
physical and mental health of postpartum women and their infants to prevent unforeseen 
consequences, to establish a network to support women and infants in difficult situations, 
and serve as an excellent time to give advice on contraception. A cross-sectional study by Hill 
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et al. (2019) showed that having the prenatal care conducted by GPs, and then having this 
relationship continue after childbirth is an efficient way to decrease postpartum issues.  
New mothers are advised to visit GPs, which can provide a chance to recognise and 
supervise physical and mental health during the 12 months after childbirth. This can be an 
important time to enhance postpartum care and to address health issues for new mothers. 
Hartley et al. (2012) argue that to improve women’s health after childbirth, GPs must enhance 
their skills, and that health care systems should prioritise the demands of new mothers 
because women had high expectations of postpartum care. For example, GPs and patients 
have a different perspective on psychological issues such as depression (Ogden et al., 1999). 
As Cape and Mcculloch (1999) found, patients did not discuss their mental health problems 
with GPs. The reasons for this related to the behaviour of GPs, who either did not encourage 
discussion or seemed too busy. Further, women feared ‘stigmatisation’ or ‘embarrassment’, 
or thought that their problems were not interesting to GPs. Overall, women felt it was not 
easy to speak about their issues with a GP (Cape & Mcculloch, 1999).  
On the other hand, in some western countries (Brodribb et al., 2015; Preston, Jaye, & 
Miller, 2015) the number of GPs who are involved in maternity care is decreasing. Preston, 
Jaye, & Miller (2015, p. 316) found that, for New Zealand GPs, “interference of maternity care 
with personal lifestyle and office routine, insufficient training, difficulties retaining 
competency, and fear of litigation” were all causes of this decrease. But in Australia, GPs are 
the main source of perinatal care (Brodribb et al., 2015), and are gatekeepers to secondary 
and tertiary care. (Hartley et al., 2012). In Australia, GPs arrange almost all postpartum check-
ups, and in fact some child and family health nurses cover antenatal and postnatal care 
(Brodribb et al., 2015). In some studies, there is support for the role of GPs in postpartum 
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visits, with some parents stating that the role of their GP was pivotal to their recovery, and 
that their GP had given them preventative information about physical and emotional 
problems.  
2.6.2.2 The role of the midwife 
The word ‘midwife’ literally means ‘with women’, and the International Confederation of 
Midwives (ICM), the WHO and the International Federation of Gynaecology and Obstetrics 
(FIGO) recognise the following definition by ICM:  
the midwife is recognised as a responsible and accountable professional who works in 
partnership with women to give the necessary support, care and advice during 
pregnancy, labour and the postpartum period, to conduct births on the midwife's own 
responsibility and to provide care for the newborn and the infant. (Borrelli, 2014, p. 4) 
The role of midwives is to hear, comprehend, and develop problem-solving skills based on 
the woman’s needs. For all these skills, midwives must have practice and social proficiency, 
not just curative experience (Bashour et al., 2008). The ICM claims that “the world needs 
midwives, now more than ever”, and many communities in the world do not have the number 
of midwives they need (Brodie, 2013, p. 1075); the WHO (2018b) has predicted that by 2030 
more than nine million nurses and midwives will be needed globally.  
A systematic review by Perriman, Davis and Ferguson (2018, p.225) assets that “the 
midwife–women relationship is the vehicle through which trust is built, personalised care is 
provided, and the woman feels empowered”. Midwives are trained to support women who 
have a variety of expectations and needs, including women with special needs, and to 
encourage women to seek care and help (Crabbe, 2014; Castro Lopes et al., 2016). In many 
countries, midwives are the primary health care providers for all pre-, peri- and postpartum 
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care (Hatem et al., 2008), with the details of the role of midwives being framed by the 
expectations of their society (WHO, 2010). Various studies from around the world have shown 
that women are satisfied with their midwifery care during antenatal, intrapartum and 
postpartum care (Bahadoran, Alizadeh, & Valiani, 2009; Forster et al., 2016). There are no 
indications that the role of midwife will lose its importance. 
The midwife has the key role of providing care immediately after childbirth. Many changes 
which occur during the postpartum period determine health and related consequences 
(WHO, 2010). Furthermore, a systematic review by Sutcliffe et al. (2012) comparing midwife-
led care with physician-led care among low-risk women showed that midwives were more 
successful in meeting women’s and their infants’ need. A chochrane review by Sandall et al. 
(2016) showed women had a higher rate of maternal satisfaction in midwife-led continuity 
models of care. A 2011 scoping review on safety in maternity services by the Kings Fund 
concluded that midwife-led models of care for low–medium risk women are more cost 
effective compare to obstetrician-led models and improve women’s health and post 
childbirth care and help seeking (Sandall et al., 2011). Also, the Birthplace in England study 
(Hollowell et al., 2011), by collecting data from 65,000 low-risk births between 2008 and 2010, 
confirmed that midwifery care is safe, low-cost and beneficial to mothers and their infants, 
and that consequently the number of midwifery units could see an increase in future. One of 
the novel methods of postpartum care introduced by Himes et al. (2017) is the use of a web-
based platform for groups of women whose economic condition or daily responsibilites 
hinder them in taking care of themselves.   
All midwives must be trained (through continuing education) during their working years to 
give the best and most efficient care to mothers and their newborns (Hadjigeorgiou & Coxon, 
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2014). Further, ongoing training helps midwives to have strong “self-esteem and self-
confidence” (Hadjigeorgiou & Coxon, 2014, p. 984). A review of the literature shows that not 
only do some midwives have low confidence and knowledge for dealing with postpartum 
mental health issues (Elliott et al., 2006), but that this was also evident among student 
midwives (Jarrett, 2015). Providing a module on perinatal mental health study among 
midwifery students by Higgins et al. (2016) improved their knowledge about perinatal mental 
health.  
While health services emphasise postpartum mental health issues (Beake et al., 2010), 
assessment of midwives’ awareness showed that there is a lack of knowledge to recognise 
and refer women with mental health issues so they can get proper care and treatment 
(Jarrett, 2015; Higgins et al., 2016). Among health care providers, midwives have a significant 
and essential role to improve maternal and child health, and thus they could increase the 
“maternal satisfaction level” (Bahadoran, Alizadeh, & Valiani, 2009).  
Although the role of the midwife always has been recognised as a key factor in the 
childbirth process, following the industrial revolution and ‘the medicalisation of birth’ and 
safe motherhood (Klima, 2001, p. 285; Davis-Floyd, 2007), the midwife’s role has changed 
significantly. In spite of midwives taking an active part in the childbirth process, they are 
marginalised by the male-dominated profession of obstetrics (Davis-Floyd, 2007). In these 
situations, midwives devalued their role (Jordan, 1997). The medicalisation of birth sends the 
message that having a birth under control of medical process, especially under an 
obstetrician, is somehow safer and better than a midwife can provide; midwives internalise 
the obstetrician’s power (Davis-Floyd & Davis, 1996; Jordan, 1997; Beckett, 2005). It is worth 
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noting that this view also led to a higher rate of caesarean sections in the 1960s and ‘70s 
(Davis-Floyd & Davis, 1996; Beckett, 2005).  
2.6.2.3 Maternal and child health nurses 
In Australia, maternal and child health nurses (MCHNs) work in Child and Family Health 
Centres, and are responsible for giving mothers guidance, and for assessing their infants’ 
growth and development (Brodribb et al., 2013). These nurses are easy to access, and can 
give useful information relevant to the health of the child and mother (Maher & Souter, 2006). 
Coordination between GPs and MCHNs has been shown to be helpful in improving 
postpartum outcomes (Mbwili-Muleya, Gunn, & Jenkins, 2000). Most research has been done 
on the early stages of the postpartum period, and there are no comprehensive studies on the 
role and knowledge of GPs and MCHNs in coordination.  
2.6.3 Lack of research/evidence 
Over the past decade, the nature and extent of postpartum and maternal morbidity have 
received increasing interest in both developed and developing countries. A range of research 
approaches have been employed to identify long and short term, acute and chronic 
morbidities following childbirth (Gunn, 2003; Vallely et al., 2005; Hogan et al., 2010). In 
developed countries, such as the US, UK, and Australia, more emphasis has been placed on 
“the systematic documentation of concerning levels of postnatal morbidity” (Gunn, 2003, p. 
382). This literature review clearly indicates that there has been a high volume of quantitative 
research on maternal morbidities, but a lack of research about how women manage and seek 
help for their health problems after childbirth. Table 2.1, below, compares the maternal 
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health problems suggested by the WHO (1998; 2013b) with various quantitative and 
qualitative studies on maternal morbidities.  
Although researchers have focused on many health problems which the WHO (1998) did 
not address, the way they gather information has relied more on quantitatively studies, 
especially cross-sectional studies with binary assessments (yes/no), which cannot provide a 
comprehensive assessment of maternal morbidities (Say et al., 2018; Filippi et al., 2018). As 
well case studies or hospital records can not fully describe the experience of maternal 
morbidities (Filippi et al., 2018); tending to silence postpartum women’s voices which 
underpins the lack of new maternal health evidence. Qualitative studies are needed to gain a 
fuller picture of women’s’ post-partum health problems and their help-seeking behaviours. 
Better understanding about women’s perceptions, views or voices is essential to deliver the 
best care as possible for them (McCauley et al., 2020).  
Ioannidis (2016, p. 2) in his article “Why Most Clinical Research Is Not Useful” introduced 
some important features for clinical research to demonstrate whether the proposed research 
is useful. These features are problem base, context placement, information gain, pragmatism, 
patient centeredness, value for money, feasibility and transparency. The current study 
addresses many of these features, especially pragmatism and patient centeredness, which 
underpins that the concept of women’s views on post childbirth maternal health and help-
seeking is useful to study.  
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Table 2.1 Maternal health morbidities suggested by WHO and studied by researchers 
 
  
Subjects of quantitative 
and qualitative studies 
Most frequently reported postpartum health problems in 
the first six weeks (WHO) 
Depression  Depression, anxiety and extreme tiredness 
Backache Backache 
Headache Frequent headaches 
Wound infection Infections (high fever, foul discharge) 
Constipation Pelvic pains 
Breast problems Breast problems 
Abnormal vaginal bleeding Constipation 
Difficulty voiding Bladder problems 
Urinary incontinence Perineal pain 




Fatigue Sexual relations 
Postpartum blues  
Sexual problems  
Sleep problems  
Haemorrhoids  
Faecal incontinence  
Upper back pain  
Lower back pain  
Painful perineum  




Tingling in hands/fingers  
Tingling in feet/toes  
Migraine   
High blood pressure  
Varicose veins  
Dizziness/fainting  
Buzzing in ears  
Bowel upsets  
Weakness in arms  
Weakness in legs  
Pain in arms  
Pain in legs  
Shoulder ache  
Neck pain  
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2.7 Unmet postpartum needs 
Motherhood involves a transition to new psychosocial conditions, new performance 
expectations, and new needs. For many women, adapting to their new responsibilities is a 
challenge and these new roles can aggravate their postpartum women’s needs (Phang, Koh, 
& Chen, 2015). While in this period of recovery, women must cope with changes that make 
them physically and mentally vulnerable (Nilaweera et al., 2016). Further, postpartum 
morbidities such as depression and fatigue have been recognised as an impediment to their 
new roles (Phang et al., 2015). New economic and social needs, and lack of, or poor, maternal 
care put them at risk as well (Mazzo, Soares, & Brito, 2015). This is compounded by a sense 
of inhibition many postpartum women feel about expressing their needs, which presents 
further barriers to adapting to their new lives (Maher & Souter, 2006).  
Key postpartum needs include social support and information (Phang et al., 2015). For 
many women, social support, often provided by family and friends, is one of the best ways to 
achieve their role as a mother. Many new mothers obtain the information they need about 
the postpartum period from their family and friends. Sometimes this information is not 
appropriate to their circumstances, and sometimes it is even harmful (Phang et al., 2015).  
Traditional sources of health information, such as booklets and information received 
directly from midwives, are widely used in different parts of the world (Grimes, Forster, & 
Newton, 2014). Pamphlets, leaflets and brochures with information about infant care and 
breastfeeding are often provided in hospitals; however, a pilot study using a self-
administration questionnaire by Phang et al. (2015) designed to identify the levels of support 
expected and received by 25 postpartum women in Singapore found that women do not 
necessarily read these, and that sometimes the information is not clear enough for them to 
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understand. Other key sources of information among women are the internet, online forums, 
media such as newspapers and television, parenting classes, and consultations with health 
care providers (Walker et al., 2017).  
A systematic review by Haran et al. (2014) showed that while there are comprehensive 
clinical guidelines for new mothers, these are specific to certain issues, such as maternal 
mental health, infant health and breastfeeding. For this reason, many women spend this 
period feeling pressured, and lacking information suitable to their individual needs. This lack 
of personal relevance exacerbates any potential problems (EdalatiFard et al., 2016). Mothers’ 
most important concerns during the early postpartum period have typically focused on sleep, 
consumption of food, and cleanliness (Fahey & Shenassa, 2013). To adapt to these needs, 
parents need relevant information and practical assistance (Rowe, Holton, & Fisher, 2013). In 
addition, some women want health care providers to ask questions about their health and to 
give them emotional support, which requires listening skills (Brodribb et al., 2015). 
2.8 Help-seeking behaviour during the post-childbirth period 
Help-seeking is defined as a problem-focused, highly adaptive behaviour (Cornally & 
McCarthy, 2011), manifested in an ability to find help, support, information, guidance or 
treatment (Ana Fonseca & Canavarro, 2017). It is actively seeking help after recognising a 
physical or mental health problem (Cornally & McCarthy, 2011), and it is a coping strategy to 
find a solution for another person’s problem, which takes interpersonal skills and social 
relationships (Rickwood et al., 2005).  
Women within the first 12 months after birth are less likely to seek formal help from health 
professionals such as nurses and medical practitioners, instead seeking informal help from 
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family and friends (Maher & Souter, 2006; Woolhouse et al., 2009; Cornally & McCarthy, 
2011). Known barriers to women seeking support for common maternal morbidities include 
being unaware of available treatment, lacking knowledge about post-childbirth morbidities, 
and feeling shame or stigma associated with the morbidity (McCallum et al., 2011; Bina, 2014; 
Brown et al., 2015). To gain better knowledge of barriers to help-seeking, the present study 
was underpinned by the Behavioural Model of Health Service Use (BMHSU) as a lens through 
which to view the relevant factors (Andersen, Davidson, & Baumeister, 2011).  
2.8.1 The BMHSU model as a lens  
The literature supports the argument that various factors play an important role in help-
seeking among women. Some, such as perception of the problem, accessibility of help, and 
inclination to get treatment, have been suggested as assisting in help-seeking behaviours 
(Chandrasekara, 2016). Higher education levels and support from family and friends have 
been shown to enable help-seeking behaviours for women within the first 12 months after 
childbirth (Dennis & Chung-Lee, 2006). However, there is a limited understanding of how 
women within the first 12 months after childbirth experience formal help-seeking from health 
care professionals and services (Abushaikha & Khalaf, 2014). 
One limitation of the field of help-seeking research has been the lack of a unifying theory 
of help-seeking behaviour. A variety of behavioural models have been used to explain help-
seeking behaviours, including psychological models such as the Self-Regulation Model 
(Leventhal et al., 1984), the Health Belief Model (Rosenstock, 1966) and the Theory of Planned 
Behaviour (Armitage & Conner, 2001). Sociological perspective models have also been used, 
such as the Network Episode Model (Pescosolido & Boyer, 1999; Kadushin, 2004) and the 
Behavioural Model of Health Service Use (BMHSU) (Andersen et al., 2011). Among these 
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theories, sociological models that consider demographic and societal factors may best explain 
help-seeking behaviour in post-childbirth women, given the existing knowledge on the impact 
of informal support on health services use. The systematic review in the present study applied 
the BMHSU model (see Figure 2.1, below) as a lens to view the qualitative research evidence 
identified (Andersen et al., 2011).  
 
Figure 2.1 The Behavioural Model of Health Services Use, including contextual and 
individual characteristics (adapted from Magaard et al., 2017) 
A concept analysis by Cornally and McCarthy (2011) to understand the meaning of help-
seeking behaviours showed that finding help for health problems is a ‘problem-focused 
behaviour’. In the context of maternal morbidities, there are various reasons why women do 
not seek professional help. For women, help-seeking behaviour is a process: they perceive a 
problem, experience felt need, and then actively seek help from an informal or formal 
resource. Guillot (1964) found that women rely on family and friends as an informal source 
of help, particularly when they have identified barriers to seeking help from formal sources, 
such as nurses and GPs (Fonseca, Gorayeb, & Canavarro, 2015).  
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Within this model, contextual and individual characteristics shape women’s health 
behaviour. The BMHSU (Figure. 2.1, above) proposes that health outcomes originate from a 
mix of contextual characteristics, individual characteristics, and health behaviours (Andersen 
et al., 2011). The contextual and individual characteristics are categorised into predisposing 
variables, enabling factors and need variables (Andersen et al., 2011). Family, society and the 
health care system are all considered contextual characteristics; personal beliefs about health 
care services, education level and demographic features such as age are classed as individual 
characteristics (Andersen, 2008). The health behaviours that are influenced by personal 
practices and the process of medical care shape the use of personal health services (Andersen 
et al., 2011). The present study has considered only the contextual and individual 
characteristic elements of the BMHSU model as barriers and facilitators to women’s health 
behaviours and outcomes (see Figure 2.1, above). Anderson et. al (2011) conceptualise the 
factors important in seeking help as (a) predisposing variables, (b) enabling factors, and (c) 
need variables, such as the severity of post-childbirth morbidities. 
Other studies have also used the BMHSU model to find factors that were important in help-
seeking. For example, Fleming and Resick (2017) applied the BMHSU model to the help-
seeking behaviour of 372 women who were victims of intimate partner violence, and found 
that predisposing and need variables were the main factors influencing help-seeking. A 
systematic review by Magaard et al. (2017) investigated factors associated with help-seeking 
behaviour among individuals with major depression using the BMHSU model. Their results 
showed that socio-demographic and need factors appeared most influential on help-seeking 
behaviour.  
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2.9 Underpinning theory of the literature reviewed  
The present study focused on women’s experiences and opinions; consequently, feminist 
theory was selected. It has been widely argued that pregnancy has been accepted as the 
biological role of women, but that gender construction has forced them to take care of other 
family members, leading to women ignoring their own health (Alston et al., 2006). The 
importance of women’s health issues has been highlighted in the 1970s and early 1980s 
(Kuhlmann & Babitsch, 2002). In this context, feminist activists began to take action to restrict 
men’s power in the area of maternal health and childbirth. Feminist theory draws attention 
to women’s right to control their bodies, and to decide about their childbirth, in spite of men’s 
traditionally dominant influence on their decisions (Crary, 2001).  
Historically, women have been considered inferior to men (Smith, 2004; Lewis & Kinser, 
2005), and consequently their health has been ignored and marginalised. For many years, 
inequity in women’s health, and even lack of research, has been recognised as normalising 
problems related to pregnancy and menopause (Klima, 2001). However, improvements in 
technology and control of disease has led to “the medicalisation of birth” and safe 
motherhood (Klima, 2001, p. 285). Amy Mullin (2005, p. 54) explains that medicalised 
pregnancy “involves interpreting pregnancy itself as a disruption to health that necessarily 
requires expert medical intervention and thinking of pregnancy as primarily about health and 
illness”.  
Feminists pay attention to women’s lives and their health. The feminist perspective on 
women’s health has witnessed many changes. Beckett (2005, p. 251) describes “the three 
waves” of feminism and its views on childbirth. In the first wave of feminists in the early 20th 
century (1860–1920), feminists challenged the medical authorities about why women must 
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experience pain during labour when pharmacological development in pain relief could reduce 
it. Although women benefited by receiving pain relief as a result of this movement, it also 
meant that birth was moved to hospitals under medical professionals’ control, far from the 
support and comfort of home (Leavitt, 1983, 1986).  
In the second wave in the mid-20th century (1960s to ‘70s), feminists questioned the 
concept of ‘normal’ childbirth, and proposed caesarean section instead (Beckett, 2005). 
Women’s began to see childbirth as “a time of alienation from the body, from family and 
friends, from the community, and even from life itself” (Leavitt, 1983, p. 173). However, the 
increase in the rate of caesarean sections posed questions about the cost and risks to mother 
and baby (Beckett, 2005). In this period, birth activists critiqued the development of 
technologies, mainly male-dominated, which interfered in women’s decision to have a natural 
birth and led to the medicalisation of the process (Beckett, 2005).  
The term ‘medicalisation’ is used to explain all health problems. Conrad (2007, p. 5) defines 
medicalisation as when “a problem is defined in medical terms, described using medical 
language, understood through the adoption of a medical framework, or ‘treated’ with medical 
intervention”. This definition clearly shows that women’s issues such as childbirth, 
menstruation, contraception, fertility, pregnancy and menopause have historically been 
addressed with a medical view: as an illness which should be treated medically (Conrad, 
2007). Childbirth has also been regarded as natural, and even as a cultural phenomenon: 
“natural childbirth discourse itself serves as cultural initiation” (Beckett, 2005, p. 259). 
One controversial issue among feminist activists which arose in the second wave concerns 
pain-killers. Some activists argue that such medical innovations are merely used to control 
pain during labour (Petersen, 1989), and others that the pain originates from fear. This second 
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view led to the ‘natural childbirth movement’ (Beckett, 2005). Further, feminists of the 
natural birth school criticise the medical view of childbirth, and strongly advocate that 
childbirth be managed by women, especially midwives as they have an “instinctive 
understanding of childbirth” (Skowronski, 2015, p.27).  
The third wave, contemporary feminism, questions the concept of ‘natural’ childbirth 
(Beckett, 2005). They argue that technology, such as epidural analgesia in hospitals, could be 
used by women if desired (Behruzi et al., 2013). They also criticise the idea of a return to 
traditional birthing practices carrying connotations of “naturalness” and the “good mother” 
in contrast to “unnatural” or even “bad” mothers (Skowronski, 2015, p. 27).  
Feminism has experienced several waves with each taking a different theoretical perspective 
on childbirth. In the context of pregnancy and childbirth, feminist activists have sought to 
restrict men’s power in the areas of maternal health and childbirth. These activists argue for 
women to have control over their bodies, and the right to decide about their childbirth 
without excessive male influence (Crary, 2001).   
2.9.1 Feminism on childbirth: A socially constructed event 
As this study focused on post-childbirth maternal morbidities, this section will explain how 
feminists have viewed health problems after childbirth. It has been acknowledged in the 
literature that women during the post-childbirth period experience physical and mental 
health problems. On the other hand, given that from a medical viewpoint these health 
problems are seen as not normal and women are advised to seek help, why do women not 
do so? To answer this question, we must consider the structure of society from the liberal 
feminist perspective (Campbell & Wasco, 2000).  
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According to the medical view, women must seek help for their postpartum health 
problems, but women’s attitudes to these problems are shaped by social constructions. 
Schneider (2002, p. 34) assumes that “women’s views reflect, more or less, the views of the 
health professionals, family, friends, and those in the literature”.  
Some feminist activists claimed that good mothering ought to be defined as being happy 
and contented after childbirth. Allen (2018), in her book The Power of Feminist Theory, 
defined culture as the combining of internalisation and social practices into habits. 
Sociocultural factors also play a part in this definition, leading to women internalising the 
portrait of the good mother (Sawers & Wong, 2018). For some women, their post-childbirth 
expectations and negative experiences, as well as the changes to their body and their role, 
bring dissatisfaction and frustration (Sawers & Wong, 2018). This phenomenon is exacerbated 
when women realise that their infant’s need, especially breastfeeding, is a priority. All these 
factors can lead to post-childbirth mental health problems among women. Rich (1995, p. 5) 
clearly articulates the significance of changes in women’s lives after childbirth: 
Nothing, to be sure, had prepared me for the intensity of the relationship already existing 
between me and a creature I had carried in my body and now held in my arms and fed 
from my breasts. Throughout pregnancy and nursing, women are urged to relax, to mime 
the serenity of Madonnas. No one mentions the psychic crisis of bearing a first child, the 
excitation of long-buried feelings about one’s own mother, the sense of confused power 
and powerlessness, of being taken over on the other hand and of touching new and 
physical and psychic potentialities on the other, a heightened sensibility which can be 
exhilarating, bewildering, and exhausting. 
Because this study focused on women, feminism has been adopted as an underpinning 
theory. The aim of this study is to explore key influences on women’s help-seeking behaviour 
in the 12 months post-childbirth. As discussed above, feminist theory is concentrated on 
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women’s experience, “ways of being, and thinking and doing”, with childbirth a favourite area 
for feminist research (Jackson et al., 2005, p. 99; Alston et al., 2006). However, in the 
literature, the feminist approach has mostly covered mental health problems after childbirth, 
such as depression (Mollard, 2015). This is not surprising. As mentioned above (in section 
2.2.2.1), depression has received more attention not only in the literature, but also in health 
policies around the world.  
Studies that have assessed postpartum depression have tried to demonstrate that the 
feminist approach is the best means to explain postpartum depression, and have rejected the 
medical model (Buultjens & Liamputtong, 2007; Mollard, 2015). However, studies on the key 
influences on women’s help-seeking behaviour are limited. Thus, this study tries to fill gaps in 
the literature to explore the key influences on women’s help-seeking behaviour in the 12 
months post-childbirth.  
By conducting a systematic review, the present study will reveal gaps in the literature 
about exploring women’s perceptions of the barriers and facilitators they experience in 
seeking help from health professionals within the first 12 months post-childbirth. In the 
second phase, Australian women were directly asked about the health problems with which 
they felt they required help during this period after childbirth, and to identify their 
subsequent help-seeking behaviour. The last phase explored online help-seeking discussions 
about post-childbirth problems among women who participate in online postpartum support 
forums.  
By completing these three phases, this study paints a comprehensive picture of the key 
influences on women’s help-seeking behaviour in the 12 months post-childbirth. In this 
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respect, this study was underpinned by the feminist perspective on women’s postpartum 
health problems. 
2.10 Chapter summary 
The literature review has an important role in research. It provides a contextual and 
conceptual background of the area of research. This review has shown that post-childbirth 
morbidities have been a neglected dimension of the post-childbirth period. While there are 
studies on various aspects of the postpartum period from biomedical and researchers’ 
perspectives, such as the prevalence of short- and long-term conditions, many women still 
spend the post-childbirth period without the comprehensive information and support they 
need. Because pregnancy and childbirth have been regarded as a biological and gender role 
of women, and as normal, the health problems that arise have also, consequently, been 
considered normal. In this respect, this review of literature supported the feminist 
perspective on post-childbirth health problems among women. The review also revealed that 
there is a gap in understanding how women deal with their health problems and how they 
seek help after childbirth. Indeed, there is a general lack of research from women’s 
perspective. Considering these gaps, there is a need to explore how women needs and seek 
help are meeting the needs of Australian postpartum women in the 12 months after 




Chapter 3: Methodology and Research Approach 
Chapter 1 set out the rationale for the study’s aim and research questions, and the second 
chapter provided a literature review. This chapter lays out the rationale for the research 
methodology. It presents the philosophical perspective from which the research decisions 
were made, and the research approach taken. The research questions and methods are 
framed within a feminist pragmatist perspective:  
By pragmatism, we mean to search for workable solutions through the practice of 
research (e.g., follow the fundamental principle of mixed research, including the use of 
designs and criteria that are situation and context appropriate) to help answer questions 
that we value and to provide workable improvements in our world (i.e., help in bringing 
about desired outcomes). (Onwuegbuzie & Johnson, 2006, p. 54)  
By selecting feminist theory, women’s experience in the context of post childbirth 
maternal morbidity has been considered. This study consisted of three phases:  
1. The first phase began with a systematic qualitative meta-aggregation review of the 
barriers and facilitators women experience in seeking help from health professionals. 
This phase studied women’s view about post childbirth health problems.   The clear 
lack of women’s voices on their postpartum health problems observed in this phase 
directed this study into the second phase.  
2. The second phase comprised concept mapping as part of a mixed methods 
participatory approach to identify the health problems that women feel require help, 
and women’s subsequent help-seeking behaviour.  
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3. The third phase was a content analysis of health-related support to explore women's 
motivations in seeking help and peer support online through messages posted on an 
Australian online forum during the 12 months post-childbirth. This phase qualitatively 
assessed women’s voices as they requested help-seeking and provided help-seeking 
advice. 
The flow of the research phases: 
Phase 1: Systematic qualitative meta-aggregation review: Women’s help-seeking 
behaviours within the first 12 months after childbirth 
Phase 2: Concept mapping study: Mothers’ views of health problems in the 12 months 
after childbirth  
Phase 3: Content analysis of health-related support: The ‘fallacy of normalcy’: a content 
analysis of women’s online post-childbirth health-related support.  
3.1 Participatory approaches  
As has been described in section 2.5.3, there is a lack of research in the area of post 
childbirth maternal health and help-seeking. Furthermore, the research in this area was 
limited to studies done by researchers. Therefore, the need to do research ‘by’ or ‘with’ the 
public was evident. The term ‘patient and public involvement’ (PPI) emerged to improve the 
quality of research in areas where the public’s voice was suppressed by established inequity 
between researchers and the public (Sand et al., 2020). PPI originated from the UK, in the NHS 
system and it is argued it is a criterion for democratic societies (Florin & Dixon, 2004). There 
are three types of PPI: ‘Involve’, which defines public involvement in research as research 
being carried out ‘with’ or ‘by’ members of the public rather than ‘to’, ‘about’ or ‘for’ them; 
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‘Participation’, where people take part in a research study; and ‘Engagement’, where 
information and knowledge about research is provided and disseminated (INVOLVE, 2012). 
According to INVOLVE (2012), the method for this study is a based on “participation” as it 
incorporates women’s views. Phase two provided an opportunity for women to take part in 
data generation and analysis, and followed some of the participatory criteria in table 3.1 such 
as the research is for people and knowledge counts for people. 
Although the term ‘participatory method’ is new, the concept was originated by Lewin in 
his statement “[n]o action without research; no research without action” (Lewin, 1946), and 
may be traced back to the mid-19th century and the work of Friedrich Engels’ and Karl Marx’s 
(Hall, 1992). This method is about shifting power from the researcher to the participants (Hall, 
1992). Participatory methods are not restricted to any “epistemological or methodological 
criteria” (Abma et al., 2019, p. 126). Participants actively engage in gathering data by specific 
methods. The most important aspect of participatory research is giving a voice to 
marginalised groups by selecting an appropriate method. This method must be flexible. 
Amplifying marginalised voices is a central aim of feminist activists (Alcoff, 1988).  
Although women after childbirth have received research attention (Foster et al., 2010), 
most research on postpartum morbidities has been quantitative (Gunn, 2003; Gunn, 2003; 
Vallely et al., 2005; Hogan et al., 2010). The literature mostly focuses on clinicians’ view, 
ignoring women’s voices. Predefined questions in conventional quantitative and qualitative 
methods shed light on some parts of post-childbirth period, but less on women`s help-seeking 
behaviour. 
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The literature review in chapter 2 highlighted a gap in research seeking deep participation 
from women and exerting less control on the participants by giving them the freedom to 
freely express their problems. Consequently, women are considered a marginalised group to 
research (Woelk, 1992). A range of research approaches have been employed to identify long- 
and short-term, acute and chronic morbidities following childbirth. The literature review 
clearly indicated that there has been a high volume of quantitative research on maternal 
morbidities, while there is a lack of research about how women manage and seek help for 
these morbidities.  
The present study adopted a feminist perspective but, as discussed in section 2.9, there is 
a conflict between feminism and the medicalisation of natural phenomena. Medical 
researchers’ views have been given priority in research, while the rigour and trustworthiness 
of participatory methods has been under question, resulting in these methods receiving less 
attention (Cornwall & Jewkes, 1995). Conventional health research is based on seeking 
“knowledge to increase understanding”, but participatory research focusses on “knowledge 
for action”, placing emphasis on understanding local human priorities (Cornwall & Jewkes, 
1995, p. 1667) 
Participatory research is broadly defined as “systematic inquiry, with the collaboration of 
those affected by the issue being studied, for purposes of education and taking action or 
effecting change” (Green et al., 1995, p.1). It is a cooperation between researchers and people 
in the society: “We argue that the key element of participatory research lies not in methods 
but in the attitudes of researchers, which in turn determine how, by and for whom research 
is conceptualised and conducted” (Cornwall & Jewkes, 1995, p. 1667). 
62 
 The key difference between participatory and other research methodologies lies in the 
location of power in the various stages of the research process (Cornwall & Jewkes, 1995). 
The practice of participatory research raises personal, political and professional challenges 
that go beyond the bounds of the production of information (Cornwall & Jewkes, 1995). 
Participatory research plays a role as a tool to get at the participants’ knowledge and needs, 
and to propose cultural and geographical changes (Israel et al., 2012). Table 3.1, below, 
summarises the differences between participatory research and conventional research. The 
table clearly shows that in participatory research the focus is on people and their active 
engagement in different aspects of research.  
Table 3.1 Comparison of participatory and conventional research process (adapted from Cornwall & 
Jewkes, 1995) 
 Participatory research Conventional research 
What is the research for? Action Understanding with 
perhaps action later 
Who is the research for? Local people Institutional, personal and 
professional interests 
Whose knowledge counts? Local people Scientists' 
Topic choice influenced 
by? 
Local priorities Funding priorities, 
institutional agendas, 
professional interests 
Methodology chosen for? Empowerment, mutual 
learning 
Disciplinary conventions. 
'objectivity' and "truth' 
Who takes part in the 
stages of the research 
process? 
   
Problem identification Local people Researcher 
Data collection Local people Researcher. enumerator 
interpretation Local concepts and 
framework 
Disciplinary concepts and 
frameworks 
Analysis Local people Researches 
Presentation of findings Locally accessible and 
useful 
By researcher to other 
academics or funding body 
Action on findings Integral to the process Separate and may not 
happen 
Who takes action? Local people, with/ without 
external support 
External agencies 
Who owns the results? Shared The researcher 
What is emphasised? Process Outcomes 
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Participatory research has a different meaning in the field of health:  
It is an umbrella term for a school of approaches that share a core philosophy of 
inclusivity and of recognising the value of engaging in the research process those who are 
intended to be the beneficiaries, users, stakeholders of the research. (Cargo & Mercer, 
2008, p. 326)  
The participatory approach covers: the community-based participatory method (CBPR); 
participatory rural appraisal; empowerment evaluation; participatory action research; the 
community-partnered participatory method; cooperative inquiry; dialectical inquiry; 
appreciative inquiry; decolonising methodologies; participatory or democratic evaluation; 
social reconnaissance; emancipatory research; and forms of action research embracing a 
participatory philosophy (Cargo & Mercer, 2008). 
Phase two of the current study has most of the necessary criteria for of on participatory 
research shown in table 3.1. It allowed to the participants to become actively involved in 
generating data, interpreting and analysing data.  
Since the 1990s, research on public health has shifted to qualitative methods (Sofaer, 
1999) where comprehensive information is needed about the area of interest, and especially 
participants’ views (Steckler et al., 1992). Interviews and focus groups have been used as 
common qualitative methods in health research (Schneider & Whitehead, 2016). Some 
seminal papers, including those by Chambers (1992) and Scrimshaw (1992), applied a 
participatory approach to collecting, analysing and interpreting data, but they could not 
thoroughly discuss the process of developing hypotheses and expanding theories (Burke, et 
al., 2005). Participatory methods are “reflective, flexible and iterative” in engaging local 
people to try to get more information and opinions by using new approaches instead of 
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conventional methods (Cornwall & Jewkes, 1995, p. 1668). Under this model, participants 
actively take part in different parts of the study.  
Although there are different types of participatory research, they overlap in their method 
and aims (George, Daniel, & Green, 2006). A review by George, Daniel and Green (2006) 
showed that participatory research is a good approach to research in health to gain 
knowledge about the community. Participatory research is consistent with the WHO 
definition of health promotion as “the process of enabling people to increase control over, 
and to improve, their health” (George et al., 2006, p. 181). It has been used to study particular 
health problems, such as diabetes, AIDS, and injury, and with marginalised groups in Asia, 
Africa and Latin America (George, Daniel, & Green, 2006), as well as societal issues, such as 
LGBT+ rights (Johnson & Martínez Guzmán, 2013) or among people who use recreational 
drugs (Boucher et al., 2017).  
3.1.1 Difficulties in recruiting in participatory research  
Participatory research is a time-consuming process because it requires the establishment 
of mutual trust between researchers and participants (George et al., 2006). Motivation to 
participate among people in the community can vary, because people must weigh up the 
value of their time. People may be unable to participate for other reasons, such as being too 
busy, and being concerned about privacy (Cornwall & Jewkes, 1995; Daly et al., 2019).  
In this study, phase one and three draw on women’s views, and phase two took a 
participatory approach to the problem, and the questions were designed accordingly. 
1. Phase one: the systematic review explored women’s perceptions of the barriers and 
facilitators they experience in seeking help from health professionals within the first 
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12 months after childbirth. It is a qualitative study which provides women’s 
perspective by analysing women’s views. 
2. Phase two: the concept mapping adopted for the second phase introduced by William 
Trochim to gain participants` perspective for research and service design (Trochim & 
Kane, 2005). This is an integrative mixed method where women provided the 
conceptual framework through online brainstorming and then sorting and rating.  
3. Phase three: a directed qualitative content approach applied for this phase to explore 
online help-seeking discussions about post-childbirth problems among women who 
participate in post-childbirth online support forum. It is an integrative mixed method 
where women’s questions and answers to each other were analysed.  
Before explaining the philosophical aspect of this study, feminism and pragmatism, basic 
terminology in the philosophy of science will be explained. The first important term is 
‘ontology’: “the notion that there is a single, objective, real world”. Ontology asks, “What is 
the form and nature of reality, and what can be known about reality?” (Campbell & Wasco, 
2000, p. 779). The second term is ‘epistemology’; “What is knowledge, how can knowledge 
be obtained, and what is the relationship between the knower and what can be known?” 
(Campbell & Wasco, 2000, p. 779). Epistemology and ontology are intertwined. Knowledge is 
at the core of philosophical terms.  
Feminist pragmatism has been adopted for this study, and each of those terms will be 
defined in the following section.  
3.2 A pragmatic theoretical framework  
This study explores the key influences on women’s help-seeking behaviour in the 12 
months post-childbirth. A pragmatic theoretical framework is suitable for this study because 
it focusses on problems rather than methodologies. This research is based on the pragmatic 
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hypothesis because it forms a fundamental principle of mixed methods research, and helps 
researchers to gather different types of information (Bryman, 2007). 
Pragmatism is a worldview that “arises out of actions, situations, and consequences rather 
than antecedent conditions” (Creswell, 2013, p. 10), and allows for a combination of designs 
for finding the best answer to questions (Hathcoat & Meixner, 2015). Pragmatism is a suitable 
philosophical underpinning for mixed methods research. The researcher is not restricted to 
using specific methods and techniques for collecting and analysing data. Instead, by selecting 
both qualitative and quantitative methods, the researcher is able to get a better 
understanding of the problem (Creswell, 2013). It helps to provide a set of hypotheses 
regarding the questions, and it is different from quantitative approaches (positivism-based) 
and qualitative approaches (interpretivism- or constructivism-based) (Denscombe, 2008). 
The next two paragraphs will provide some information on positivism and constructivism. 
Positivism began in the 18th century, and is based on the idea that objective reality is 
measurable and predictable (Crossan, 2003). Reductionism focused on small elements which 
could describe the observed phenomena (Giddings & Grant, 2007). Reductionists rejected the 
role of the human mind, and consequently metaphysics and transcendental knowledge 
(Crossan, 2003). These philosophers used mathematics to prove their hypotheses. Later, 
positivism developed into post-positivism, which has come to be seen as less conservative 
(Routledge, 2007): “Rather than assuming a linear process of cause and effect, they perceive 
outcomes as the result of a complex array of causative factors that are in interaction with 
their outcomes” (Giddings & Grant, 2007, p. 4).  
Interpretivists or constructivists expanded their view of reality, and unlike critical theories, 
which viewed reality through lenses, they believed that social constructs such as gender, race, 
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class, culture, and economics shape how we must view reality. “There is no “real” reality, no 
single truth, but multiple truths that are individually constructed” (Campbell & Wasco, 2000, 
p. 780). Following this tradition, interaction and engagement between researchers and 
participants helps to assess the real world problems in society. 
3.2.1 What is pragmatism? 
 Pragmatism is one of four creeds of belief that include post-positivism, constructivism, 
and advocacy/participatory claims (Hathcoat & Meixner, 2015). It is a philosophy founded in 
1870s America (Legg & Hookway, 2008). Charles Sanders Peirce (1839–1914) introduced 
pragmatism to the world, but because he was not a “systematic writer” he did not develop 
his ideas into a single theory (McDermott, 1981, p. 42). The term pragmatism originated from 
Peirce’s studies of Kant (1724–1804). In the same manner as Kant, Peirce sought to explain 
the universality of concepts in experience. Peirce believed that, based on our goals, we could 
achieve particular research purposes (McDermott, 1981). 
 Following Peirce, William James argued in 1898 for a new pragmatic movement: 
‘Philosophical Conceptions and Practical Results’ (McDermott, 1981, p. 44). The theory was 
further developed by Mead, Dewey and Murphy, Patton and Rorty in 1990 (Creswell, 2013). 
While their perspectives differed, the commonality between their hypotheses in practice can 
be condensed into the phrase ‘a statement is true if its works’ (Patton, 2015, p.152).  
Pragmatism looks at truth as temporary, conditional and developmental. For a pragmatist, 
truth is a pathway to our goals, through which we can attain an improved perception of our 
lives and results related to our goals (Parker, 2005). 
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3.2.2 What does pragmatic theory tell us about growing knowledge? 
A pragmatist would argue that the research problem takes precedence, rather than 
methodology, and that it can be applied to research by not restricting the researcher to 
theoretically mandated methods and techniques for collecting and analysing data. 
Pragmatism proposes that no single or even multiple methodologies or methods of research 
is superior to another, but rather that it is better that any research problem be addressed by 
a research method or combination of methods that finds the best answer to our question 
(Hathcoat & Meixner, 2015). Based on pragmatism, when we confront an unclear situation, 
we must ask ourselves basic questions: what is the difference between the ways in which we 
are trying to reach our answers?  
3.2.3 Pragmatism and the role of the researcher 
Pragmatism is not dedicated to one specific scheme of philosophy; researchers can apply 
it to adopt methods and approaches based on their goals (Creswell, 2013). It can be viewed 
from different perspectives, such as the experimental, the classical, the legal and the ethical 
(Parker, 2005).  
In pragmatism, each person has their own understanding of the world, and it gives special 
attention to developing insight through “joint actions” or “projects” among diverse groups 
and persons (Morgan, 2007, p. 67). It is not an integrated philosophy; it divides popular 
awareness and opinion, which is concentrated on a human attempt to create improvement, 
collect information, manifesting favourable circumstances to maximise individuals’ 
capabilities (Parker, 2005). In scientific research, pragmatism is considered as a way to 
practically figure out or discipline our environment (Scott & Briggs, 2009).  
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Pragmatism is focused on results, on “human working”, which consists of deliberating 
(thinking), brainstorming (conceptualising) and accomplishment (doing), and the changes 
they make in our lives (Parker, 2005, p. 126). The growth of truths not only involves adding 
new truths and revising old ones, but also the rearrangement of stock belief (Parker, 2005). 
Pragmatism has been considered in nursing support to improve nurses’ abilities, 
methodology and practice (Parker, 2005). In Parker’s (2005, p. 131) study, the methodology 
based on pragmatism was intended to promote “situation-specific, experience–based, and 
revision-oriented theory development in nursing from pragmatic direction”. In summary, 
pragmatism as a philosophical system:  
1.Focuses on the outcome 
2.Emphasises the nature of knowledge, and 
3.Tests common ideas (Patton, 2015). 
 
3.3 Feminist theory as the underpinning of the literature review  
Because this study is focussed on women’s experiences and the review of the literature 
showed a lack of women’s voices, a feminist approach is appropriate for this study.  
3.3.1 What is feminism? 
Historically, the word ‘feminism’ refers to a group of women’s activists in late 19th century 
England. Feminism theorises that while sex is determined biologically, gender is a social 
construct (Alston et al., 2006). Gender-related social expectations have shaped the role of 
women and men in society, where the relative physical strength of men, and its usefulness in 
agricultural work, resulted in women undertaking domestic work (Liepins, 2000). Women 
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have also been considered inferior to men (Smith, 2004; Lewis & Kinser, 2005). Consequently, 
women are marginalised.  
 Although, there are different feminisms, all of them share a focus on what women do and 
experience in their personal and social lives (Routledge, 2007). According to Forbes et al. 
(1999, p. 375), feminists “differ in what they name as the primary features of women's 
oppressions, in how and where they locate the sources of oppression, and in the strategies 
they advocate for change”. There are four different feminist perspectives: liberal, radical, 
socialist, and womanist (Campbell & Wasco, 2000). 
3.3.1.1 Feminist perspectives 
Liberal feminism began in the 1970s. Its key focus is social freedom and equality. The liberal 
feminist is:  
one who advocates such reforms as legal equality between the sexes, equal pay for equal 
work, and equal employment opportunities, but who denies that complete equality 
requires radical alterations in basic social institutions (e.g., the capitalist economic 
system, the biological family, monogamous marriage, biological motherhood). (Campbell 
& Wasco, 2000, p. 776). 
Among radical feminists, gender oppression is the main concern, and is the reason that 
women are marginalised in society. They propose that resolving gender oppression will 
require fundamental societal change (Routledge, 2007). They claim that “classism and racism 
intersect with sexism, but stipulate that the systematic marginalization of women is the 
fundamental form of inequality” (Campbell & Wasco, 2000, p. 776).  
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Marxism, with its emphasis on capitalism, shaped the view of socialist feminism in the 
1970s. Socialist feminism critiques capitalism for inequity in race, class and sex (Campbell & 
Wasco, 2000).  
Feminist marginalisation of black women led to the creation of womanism. The 
interrelationships between race, gender, and class oppression was their focus (Campbell & 
Wasco, 2000). This form of feminism was more favoured among women with class and 
racial/ethnic differences. 
3.3.1.2 Feminist philosophies 
There are three main feminist philosophies: feminist empiricism, feminist standpoint 
theory, and feminist postmodernism. These will now be described in turn. 
3.3.1.2.1 Feminist empiricism 
 This group of feminists relies on post-positivist realism and liberal feminism. Feminist 
empiricism holds that social biases such as sex discrimination and androcentrism infiltrate 
society and science (Turner, 1995). In the 1960s, when much attention was paid to women 
and science, male scientists tried to marginalise women from mathematics on the basis that 
they lacked the high-level computational skills required. The belief about the superiority of 
men in solving complex and analytical mathematics is described clearly by Keller (1983, as 
cited in Turner, 1995, p.4)  
1. “Science is impersonal; women are personal”.  
2. “Science deals with things; women deal with people”.  
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3. “The male way of knowing in its highest development is objective, analytical, scientific 
investigation. The female way of knowing in its most complete sense is the mother’s 
intuitive knowledge of her baby”.  
4. “Science is reason, unalloyed by feeling. Feeling is a female element while thinking is a 
male element”.  
5. “Science is ‘hard’ and tough-minded; women are ‘soft’ and sentimental”. 
6. “Science seeks power; women seek harmony”. 
In other words, both social and scientific changes have been targeted by feminist 
empiricism. 
3.3.1.2.2 Feminist standpoint theory 
 Originating in the 1970s and 1980s, feminist standpoint theory was developed by thinkers 
interested in women's studies and has become an epistemological base (van der Tuin, 2016). 
The theory can be summarised in the following aphorism: “a social disadvantage implies an 
epistemological advantage” (van der Tuin, 2016). This theory is based on radical and socialist 
feminism, and womanism (Campbell & Wasco, 2000). Because there are multiple realities, 
such as class, race, gender and sexual orientation in society, a specific reality cannot explain 
the objective truth (Routledge, 2007). It is said that “social relations have been a powerful 
force for maintaining a society in which women and other marginalised groups are devalued 
and seen as other” (Perry, 1994, p. 483). This theoretical viewpoint is targeted at producing 
social knowledge about marginalised individuals through research (van der Tuin, 2016).  
3.3.1.2.3 Feminist postmodernism 
 Feminist postmodernism combines constructivist and radical feminist traditions (Harding, 
1987). Constructivism expanded radical feminism’s view of reality and, unlike critical theories 
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which viewed reality through different lenses, constructivists believe that social constructions 
such as gender, race, class, culture, and economics shape how we must view reality. ‘There is 
no ‘real’ reality, no single truth, but multiple truths that are individually constructed 
(Campbell & Wasco, 2000). Interaction and engagement between the researchers and 
participants in a study helps in assessing the world. 
 Feminist postmodernism rejects a single reality, and sees the concept of truth as a 
“destructive illusion because researchers may appropriate the power of scientific methods to 
define what is, or is not, considered knowledge” (Campbell & Wasco, 2000, p. 782). 
Knowledge is a subjective concept limited by language. Qualitative methods and social 
science have taken on the advantages of feminist postmodernism, which takes particular 
interest in the language people use to describe their lives, to scrutinise and decipher their 
lives (Campbell & Wasco, 2000). 
Based on the above, it is can be concluded that all feminist philosophies agree that women 
have been marginalised, and that knowledge about women has too often been produced 
through androcentric epistemologies. 
3.4 Philosophical themes of feminist pragmatism 
In this section, the philosophical themes in feminism and pragmatism will be explained. 
Feminist pragmatism is a relatively new approach, added to feminist philosophy in the 1990s. 
Feminist philosophers combined pragmatism’s core concepts of “pluralism, lived experience 
and public philosophy, with feminist theory and practice in order to engage in social issues” 
(Whipps & Lake, 2004, p. 1). Pluralism lies at the heart of pragmatist philosophy. Pragmatists 
“understand that knowledge is shaped by multiple experiential viewpoints” (Whipps & Lake, 
74 
2004, p. 1). Consequently, pragmatism can be used to assess women’s issues in society from 
different perspectives.  
There are four themes relevant to the two philosophies adopted for this study: valuing 
experience; valuing multiple views, experience and published work; education; and social 
action. Valuing experience is important in both philosophies. Some feminist activists, such as 
Jane Addams, suggest that to understand what people want, it is necessary to “move with the 
people” (Whipps & Lake, 2004, p. 8). It is evident that feminists, by considering women’s 
experience based on pragmatist philosophy, ought to try to listen to marginalised groups in 
an effort to solve their problems. 
The second theme is valuing multiple views, experience and published work. Dualism has 
been criticised by both pragmatism and feminism, and because of this, sharing values is the 
first step to solve social problems (Whipps & Lake, 2004). The pluralism of feminist 
pragmatism considers women’s experience in the social context to try to solve women’s 
problems. For some feminists, cultural background is an important subject when considering 
women’s issues. As Schutte (1998, p. 55) believes, “the nature of knowledge is not culture-
free but is determined by the methodologies and data legitimated by dominant cultures”.  
The third theme, education, focuses on change by valuing experience and taking the 
cultural background into account. By blending education and experience, social action for 
chang can be generated (Whipps & Lake, 2004).  
Social action, as the core of pragmatism, is engagement with social actions, and uses 
pluralism by involving multiple experiential opinions. Pragmatists emphasise that we must 
include particular and individual experiences in a pluralistic discussion of multiple realities, 
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and that all parties involved in an issue must also be involved in the problem-solving process. 
The common approach taken by pragmatism and feminism is considering social context in 
efforts to solve problems for women.  
Limitations in the ‘traditional philosophy’ of pragmatism and feminism led to the 
hybridised feminist pragmatism. The aim of both paradigms is problem-solving, and as such 
both agree that to get a better view of life political issues must also be considered (Rooney, 
1993). Some philosophers criticise pragmatism because it shifts attention from theory to 
practical results (Nowell, 2015), or feminism because, it is claimed, feminist activists do not 
achieve equality in society by highlighting women’s interests and supressing men’s (Levine, 
1984). Seigfried (1991) suggests several commonalities between feminism and pragmatism, 
starting with their person-centred approaches, their commitment to solving problems, and in 
researchers playing an active role and using their personal experience and knowledge of 
participants in problem-solving.  
Gillberg (2011) detects three main concepts shared by feminism and pragmatism: (a) 
community, (b) reciprocity, and (c) the concept of study and action, science and social reform. 
Community is where people share activities and experience the same problems embedded in 
society. The concept of reciprocity “encompasses both the acknowledgment of the existence 
of power asymmetries within communities as well as the will to overcome them” (Gillberg, 
2011, p. 16). Gillberg adds: “the most basic epistemic meaning of reciprocity is to me that of 
reciprocal learning”. The concept of study and action comes after community and reciprocity. 
It is “a desire to move beyond one’s own history and categories to attempt to understand 
others; a readiness to work collaboratively with others to advance shared interests and solve 
shared problems” (Gillberg, 2011, p. 17). As discussed in section 3.4, above, the core concept 
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of pragmatism is finding the best answer to our questions, and as such the priority is the 
research problem rather than selecting a methodology (Hathcoat & Meixner, 2015). Adding a 
feminist perspective to pragmatism helps to highlight women’s problems specifically.  
3.5 Post-childbirth health problems and feminist ideology  
As discussed in chapter 2, section 2.9, feminists put women in the centre of their attention; 
they argue about the improvement of women’s lives and those of the people around them. 
While there is disagreement about the meaning of ‘natural childbirth’, feminists view 
women’s health issues after childbirth in terms of psychological, biological, and cultural 
factors (Mollard, 2015). From a feminist perspective, it is not logical to view women’s health 
problems as one of these factors, but all of them together make huge changes in women’s 
bodies and lives.  
Feminism is based on knowledge and context, and various methods are considered 
legitimate in seeking an understanding of women’s experience. As there are differences 
among women’s experiences, to make a judgment about a situation we must consider all 
factors together, not just one of them. For example, we must consider culture as well as 
gender (Watson et al., 2008). As feminism is a women-centred approach, the researcher gets 
involved with women’s experiences:  
Feminist research not only studies women and women’s experience within the social 
context, but it also seeks to help women deal with the issues that are revealed as part of 
the process. Both the knowledge gained and the research process itself may serve a 
vehicle for creating social change that enhances lives of women. (Ford-Gilboe & 
Campbell, 1996, p. 173)  
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The literature review and the earlier part of this chapter dealt with pragmatism. in this 
section, feminist pragmatism will be elucidated. Doucet, Letourneau and Stoppard (2010, p. 
308) described three paradigms related to research on women’s mental health: postpositivist, 
critical theory, constructivism. Finally, they assert that there are “research problems related 
to the mental health of women that do not align exclusively with either the postpositivist, 
critical theory or constructivist paradigm” (p. 308), and conclude that, due to the 
biopsychosocial nature of mental disorders among women, no single approach is adequate 
on its own. Later, Mollard (2015, p. 378) examined Doucet`s (2010) work to determine “the 
best fit paradigm” for postpartum depression, and introduced feminist pragmatism as that 
paradigm. 
If we consider a problem in a community where members share experiences and interests, 
all members of that community will benefit from solving that problem, not just women. In the 
case of maternal health problems after childbirth, solving these will benefit not only the 
women suffering from them, but also their family members and, at one further remove, the 
whole of society.  
In summary, and in the context of postpartum morbidities, while pragmatism identifies 
individuals’ thoughts and experiences, feminist pragmatism goes deeper and looks to solve 
problems by considering physiological changes in their socio-cultural context. 
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Research Approach 
3.6 Research aim  
The aim of this study is to explore the key influences on women’s help-seeking behaviour 
in the 12 months post-childbirth, and the research questions ask what the key influences are 
on women’s help-seeking behaviour in the 12 months post-childbirth. 
3.7 Mixed methods research 
Mixed methods research originated with Campbell and Fiske (1959), and has been 
described as ending ‘the paradigm wars’, which debated the benefits and hindrances of 
quantitative versus qualitative research. With mixed methods, both quantitative and 
qualitative techniques can be used, in parallel or sequentially (Hoffman, Benne, & Del Mar, 
2013). Qualitative and quantitative methods of research have their own benefits and deficits, 
and so they help us to gather different types of information (Bryman, 2007). By ‘mixing or 
blending’, we can achieve a more comprehensive perspective on research questions or 
hypotheses than by using either qualitative or quantitative methods alone (Creswell, 2013). 
The definition of mixed methods research used in the present study was provided by 
Johnson, Onwuegbuzie, & Turner (2007). By contacting leaders in mixed methods research, 
the Johnson and colleagues developed the following synthesised definition:  
Mixed methods research is the type of research in which a researcher or team of 
researchers combine elements of qualitative and quantitative research approaches (e.g. 
use of qualitative and quantitative viewpoints, data collection, analysis, inference 
techniques) for the broad purposes of breath and depth of understanding and 
corroboration. (Johnson, Onwuegbuzie, & Turner, 2007, p. 123) 
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There are various mixed methods strategies. Convergent parallel mixed methods design, 
which is a common form (Creswell, 2013), was selected for this study prior to sample 
selection. Under this approach, both qualitative and quantitative data are collected, and each 
is then interpreted individually before a final comparison of the results reveals whether they 
affirm or disprove one another (Creswell, 2013).  
There are four difficulties in mixed methods research: sampling problems; legitimation or 
validity; integration; and the challenge of politics. Therefore, in order to enhance the 
credibility of this study, it is essential that we address each challenge in turn.  
3.7.1 Sampling problems 
It is important that study findings be generalised across the relevant population. Selecting 
large random samples is the best way to prevent errors in quantitative studies – larger sample 
sizes produce smaller errors (Marshall, 1996; Onwuegbuzie, Jiao, & Bostick 2004). In 
qualitative research, which deals with lived experiences, data saturation will not occur with 
small sample sizes, and large sample sizes will prevent extraction of “thick, rich data” 
(Onwuegbuzie & Leech, 2007, p. 242). However, these issues are resolved with a clear 
rationale for sampling design decisions, determination of data saturation, ethics in research 
design, member checking, prolonged engagement with and persistent observation of study 
participants, and triangulation of data sources (Johnson, 2020; p.141). 
 Teddlie and Yu (2007) proposed a kind of mixed methods study with overlapping 
quantitative and qualitative approaches to sampling. Their approach used random and 
purposeful sampling to moderate sampling errors. For the second phase of this study, 
purposeful sampling was used to resolve sampling problems.  
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Collins, Onwuegbuzie and Jiao (2007) believed that sampling design consists of sampling 
scheme(s) and sample size(s), and that it is vital to resolve these issues concurrently (Collins, 
Onwuegbuzie, & Jiao, 2007). For this study, good sampling decision-making has been 
supported by ‘the types of research goals, objectives, rationale of the study and rationale for 
mixing qualitative and quantitative approaches, purpose of the study and the purpose for 
mixing qualitative and quantitative approaches’ (Collins, Onwuegbuzie, & Jiao, 2007). 
3.7.2 Legitimation or validity or rigour  
There are different terms for legitimation in the literature, such as validity, generalisability, 
and reliability (Onwuegbuzie & Leech, 2007). According to Onwuegbuzie and Johnson (2004, 
p. 778):  
lack of legitimation means that the extent to which the data have been captured has not 
been adequately assessed, or that any such assessment has not provided support for 
legitimation. Thus, the significance of findings in qualitative research is affected by these 
crises. (Onwuegbuzie & Leech, 2004, p. 778)  
In quantitative studies, validity is the prevalent term, and different types of validity are 
referred to in the literature, such as “measurement-related validity (construct-related 
validity, criterion-related validity, content-related validity) and design-related validity 
(internal validity, external validity)” (Collin, 2007, p. 268). However, legitimation is 
controversial. In qualitative studies, there are different strategies, such as member checking, 
a frequently used approach, triangulation of data, disconfirming evidence, and finally peer-
examination (Collin, 2007). In a mixed methods study, Creswell and Plano Clark (2011) 
consider ‘validity’ to be the best term to describe both quantitative and qualitative research. 
Validity must be conceptualised within research design and throughout – from data collection 
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and data analysis to interpretation of research. Collins et al. (2007, p. 270) describe ways of 
improving research validity: “[by] ensuring that inferences stem directly from the underlying 
sample of units, an appropriate sampling design also can increase theoretical validity and by 
incorporating audit trails”.  
3.7.3 Integration 
Creswell (2003) points out that integration can occur in each phase; during data collection, 
analysis or interpretation – though according to Bazeley (2009), it is more desirable to 
integrate at the conclusion of research. Greenhalgh (2016) mentions that integration occurs 
during all stages, or is limited to one. Regardless, the aim is to answer the research question 
by the selected method. The integration challenge can be reduced by selecting ‘sampling 
designs that help researchers to make meta-inferences (i.e., both sets of inferences are 
combined into a coherent whole) that adequately represent the quantitative and qualitative 
findings and allow the appropriate emphasis to be placed’ (Collins et al., 2007, p. 270). 
Combination of the results of qualitative and quantitative methods can be challenging. 
When different researchers work on different parts of a mixed method study it can lead to 
conflicts among them (Collins et al., 2007). This challenge can be resolved by selecting 
realistic, efficient, practical and ethical sampling designs (Collins et al., 2007).  
In mixed method approaches, there can be conflict in how qualitative and quantitative 
methods are adopted and how they can be integrated or combined. Some researchers 
acknowledge that there is an inconsistency in the philosophical premises of quantitative and 
qualitative methodologies, so in response they consider using parallel qualitative and 
quantitative methods to enhance their research’s validity. Others investigate areas of 
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agreement between the two possible choices and try to emphasise the similarities between 
quantitative and qualitative approaches to support combining them (Denscombe, 2008).  
Greene, Caracelli and Graham (1989), through an analysis of 57 empirical mixed methods 
studies, proposed five purposes for undertaking mixed methods research: triangulation, 
complementarity, development, initiation and expansion (see also Greene et al., 1989; 
Creswell & Plano Clark, 2017). In this study, the relevant purposes were: 
1. Complementarity – to elaborate, enhance and clarify the results from one method 
with the results from the other method to provide a deeper understanding of a 
phenomenon 
2. Development – to use the results from one method to help develop or inform the 
other 
3. Expansion – to extend the breadth and range of inquiry by using different methods for 
different enquiry components (Greene et al., 1989).  
3.8 Mixed methods research designs 
Various researchers have proposed differing mixed methods research typologies (Creswell, 
2013). Researchers are more likely to select simpler mixed methods, and to consider the 
timing and purpose of the integration (Guest, 2013). According to Creswell and Plano Clark 
(2017), consideration of the design is more important than the time or sequence in which this 
occurs. A brief explanation of each of the six major mixed methods designs is given in Table 




Table 3.2 Mixed methods research designs and purposes (adapted from Creswell & Plano 
Clark, 2011) 
Research design  Purpose  
Convergent   To obtain different but complementary data 
on the same topic  
Explanatory sequential   To use the qualitative strand to explain initial 
quantitative findings 
Exploratory sequential   To use the quantitative phase to explain initial 
qualitative findings  
Embedded  To include qualitative data to answer a 
secondary research question within a 
prominently quantitative study  
Transformative  To conduct research that is change orientated 
and seeks to advance social justice. Purpose is 
for value-based and ideological reasons rather 
than reasons related to method  
Multiphase  To address a set of incremental research 
questions that all advance one programmatic 
research objective  
In this study, the aim was to explore the key influences on women’s help-seeking in the 12 
months post-childbirth. As Creswell and Plano Clark (2017) argue, the best way to explore a 
phenomenon is by selecting multiple designs; consequently, multiphase designs which consist 
of quantitative and qualitative methods for each study were considered for this research 
(Creswell & Plano Clark, 2011). This design is problem-centred and defined as “an iteration of 
connected quantitative and qualitative studies that are sequentially aligned with each new 
approach building on what was learned previously to address a central problem objectives” 
(Creswell & Plano Clark, 2011, p. 100). This is known as ‘sandwich design’, and suits mixed 
method studies with different projects in which new questions emerge from each study to be 
answered by the next (Creswell & Plano Clark, 2011). Pragmatism is the best foundation for 
this design. As shown in Figure 3.2, below, the result of each study can be published 
separately but is still part of a larger whole (Creswell & Plano Clark, 2011).  
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Figure 3.2 Multiphase design flowchart (Creswell & Plano Clark, 2011) 
This method has advantages and disadvantages. Greenhalgh’s (2016) summary is given in 
Figure 3.3, below. 
 
Figure 3.3 Advantages and challenges of multiphase design 
 
3.9 The current research projects 
This study employed a feminist pragmatist philosophical paradigm. Pragmatists argue that 
the research problem takes precedence over methodology, and that any research question 
addressed by a research method or combination of methods that find the best answer to a 
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question is suitable. Feminist theory has concentrated on women’s experiences, “ways of 
being, thinking and doing” (Jackson et al., 2005, p. 99) and childbirth is a favourite subject for 
feminist activists (Alston et al., 2006). The study used its pragmatic worldview and multiphase 
design to focus on identifying key influences on women’s help-seeking in the 12 months post-
childbirth. Phase one involved a systematic qualitative meta-aggregation review to explore 
women’s perceptions of the barriers and facilitators they experience in seeking help from 
health professionals during the postpartum period. Phase two, a concept mapping study, 
sought to identify women’s views of health problems during the period. Phase three, a 
content analysis of health-related support, examined women's motivations in seeking online 
help and peer support through an online forum. As each phase is presented in its own chapter 
(chapters 4, 5 and 6 respectively), the specific methods used will be explained in the relevant 
chapters. For ease of reference, however, they are also summarised in Table 3.3, below.  
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Table 3.3 Research questions, designs and data sources 
Phase Research question Design Data sources Main point 
One What barriers and 
facilitators do women 
perceive to seeking 
help from health 
professionals within 
the first 12 months 
after childbirth? 
  
How do mothers 
experience access to 
and health 
professional support 




QUAL Systematic searching of 
Medline via Ovid, CINAHL, 
EMBASE and Web of Science 
revealed an initial 691 papers, 
of which 48 were reviewed. 9 
papers (2000–17) were 
selected. 
The qualitative 
studies will search to 
provide women’s 
perspective.  
Two  What are the health 
problems that women 
felt required help 
during the 12 months 
after childbirth? 
 




MIXED Two groups of Australian 
women of women living in 
Australia were recruited 
through an online platform 
using purposive sampling (N = 
81) in 2017–18. 





then sorting and 
rating.  
Three Which health 
problems were shared 
by women who seek 
help?  
 
What were the 
motivations for 
questions mothers 
posted on the forum 
discussion board? 
 
What support is given 




MIXED A total of 332 messages 
posted on a post-childbirth 
online forum were analysed 
(2007–18). 
Women’s questions 
and answers will be 
analysed to amplify 
their voices  
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3.10 Ethics approval 
Research which involves studies on humans, requires ethics approval from a Human 
Research Ethics Committee. There are four basic principles in ethical research: the values of 
respect, research merit and integrity, justice, and beneficence (Australian National Health 
and Medical Research Council Australian, 2018, p. 9). Respect relates to ensuring the dignity 
of every person and their rights. This study ensured research merit and integrity through the 
study aims, credibility of data collection, validity, and reliability of results (see further 
discussion on pages 79-81). Justice was ensured by maintaining the dignity and rights of 
participants.  
This study consisted of three phases, each of which adhered to the National Ethics 
Application Format (NEAF). Ethics approval was granted for phases two and three by the 
Tasmanian Human Research Ethics Committee (Social Sciences) on 21 April 2017 (Ethics 
Reference: H 0016441) and 19 August 2019 (Ethics Reference: H0017619) respectively.  
The second phase mixed method concept mapping study used a participatory online 
method, which posed several ethical challenges. The online method meant the ethics 
application had to address two concerns, anonymity and consent (Divall, & Spiby, 2020).  
Protecting the individuals’ anonymity for this phase was done by making sure that 
participants received an automatically generated username and password that gave them an 
anonymous registration onto the study data collection website. As well, the participants 
demographic characteristics (location, mother`s age, child’s age, the method of childbirth, 
parity) which were also inclusion criteria, did not provide any risk to revealing the identity of 
the women. Informed consent was ensured because as soon as participants logged onto the 
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Concept System® project webpage, they had to read the participant information and provide 
consent before they could progress into the data collection pages. 
The third phase of the study explored online help-seeking discussions from a post-
childbirth online support forum. The potential violation of privacy where online 
forums are used for data, and personal information is potentially released via social 
networking data, is increasingly debated (Eysenbach & Till, 2001; Michaelidou et al., 
2020; Samuel & Buchanan, 2020). However, as this study phase only involved passive 
analysis (Gunther & James, 2001) and observational research (Moreno et al., 2013) 
and all posts were anonymous (Eysenbach & Till, 2001) the study maintained 
respect, justice and beneficence for participant. Furthermore, for this observational 
study, we sought approval from the weblog/forum moderators to use this publicly 
accessible data (Eysenbach & Till, 2001). A search of relevant Australian forums 
resulted in six forums. The approval of the forum ‘owners’ was an essential first step, 
and only one forum provide approval. Without the forum owner approval further 
approaches to women posters was not possible. The forum data was considered an 
important element of the study as it presented a unique insight into women’s help-
seeking and support that would not be offered by other forms of data collection. We 
analysed 332 posts which we considered a substantial data set. 
All data are held at the University of Tasmania. Printed data are kept in a locked filing 
cabinet assigned to the researcher. Electronic versions of data and other project material are 
stored on a password-protected hard-drive stored at the Faculty of Health Science at the 
University of Tasmanian, and only the investigators have access to the relevant folder. The 
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data will be kept until at least five years after publication, and will then be shredded/deleted 
in accordance with National Health and Medical Research Council (NHMRC) guidelines.  
3.11 Chapter summary 
Because this study focused on women’s experience, participatory feminist pragmatism 
was selected as an appropriate theoretical framework. Feminist theory argues that women 
have been marginalised, and pragmatism, by emphasising women’s experience, allowed this 
study to paint an accurate picture using participatory research methods of women’s health 
problems after childbirth. This chapter has given an overview of mixed methods research as 
a distinct research paradigm. This worldview facilitates research designs and data integration 
and provides the rationale for selecting a multiphase design. The following chapter presents 




Chapter 4: Postpartum help-seeking behaviours 
This chapter was originally published as a paper in the peer-reviewed, online journal 
Midwifery, in February 2019. A PDF of the published manuscript is reproduced as Appendix I. 
Rouhi M, Stirling C, Ayton J, Crisp, E. P. 2019. Women’s help-seeking behaviours within 
the first twelve months after childbirth: A systematic qualitative meta-aggregation 





Women within the first 12 months after birth often do not seek professional help for post-
childbirth morbidities. This systematic review uses the Behavioural Model of Health Services 
Use (BMHSU) to assess the barriers and facilitators to women’s help-seeking from health 
professionals during the first 12 months after childbirth.  
Method 
A qualitative meta-aggregation was used for the review. Systematic searching of Medline 
via Ovid, CINAHL, EMBASE and Web of Science revealed an initial 691 papers, of which 48 
were reviewed. Nine qualitative papers, peer-reviewed, English papers and published from 
2000 to 2017, were identified. Studies selected according to the pre-defined protocol were 
assessed using The Joanna Briggs Institute Critical Appraisal Tools (JBIQARI). 
Results 
Seventy-five findings were identified from the approved articles and aggregated into seven 
categories. Key themes that emerged were that women did not seek help because they 
accepted problems as a part of the motherhood role or because they feared being judged 
negatively. Women shared their issues with family and friends as trusted persons. Low health 
literacy was a barrier to seeking help, as was lack of access to proper care and poor advice 
from families. The women’s cultural context was an essential influence in whether or not they 
sought help. According to BMHSU, a model of the key influences on women’s help-seeking 
for maternal morbidities introduced by the result of this study. 
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Keywords: Maternal morbidity, postpartum, Anderson model, unmet need, cultural 
barriers.  
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4.1 Introduction  
 The post-childbirth period (birth through to 12 months) is a time when many women 
experience maternal morbidities, either indirect or direct, physical or mental health issues 
(Vanderkruik, Tuncalp, Chou, & Say, 2013). The World Health Organization (WHO) defines 
maternal morbidity as ‘morbidity in a woman who has been pregnant (regardless of the site 
or duration of the pregnancy), from any cause related to or aggravated by the pregnancy or 
its management, but not from accidental or incidental causes’ (Hardee et al., 2012, p. 604). 
Maternal morbidities affect over 90% of women after childbirth (Wilkie et al., 2017). The most 
commonly reported morbidities are depression, anxiety, fatigue, backache, sexual problems 
(such as sexual arousal disorder, orgasmic problems), gastrointestinal problems 
(constipation) and breastfeeding problems (Glazener et al., 1995; Ansara et al., 2005; Maher 
& Souter, 2006; Hardee et al., 2012; Khajehei, Doherty, Tilley, & Sauer, 2015; Van der Woude 
et al., 2015; O’Malley et al., 2018).  
Maternal morbidities have a negative impact on mothers’ health and well-being including 
physical and emotional adjustment to parenthood, difficulty returning to sexual activity and 
late return to employment (McGovern et al., 2007; Haran et al., 2014 Åhlund, Rothstein, 
Rådestad, Zwedberg, & Lindgren, 2019). Despite this, many women do not seek professional 
help for morbidities during the 12 months following childbirth (Cheng & Li, 2008) which can 
exacerbate problems by lowering mothers’ quality of life and creating financial, mental health 
or fatigue issues (Foulkes, 2011; Hardee et al., 2012). 
During the first 12 months after birth, there are a range of health professionals and services 
across multiple settings (tertiary and primary/community health) available to mothers. Help-
seeking is defined as a problem-focused, highly adaptive behaviour (Cornally & McCarthy, 
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2011) demonstrated by an ability to find help, support, information, guidance or a cure (Ana 
Fonseca & Canavarro, 2017). Women within the first 12 months after birth are less likely to 
seek formal help from health professionals such as nurses and medical practitioners, instead 
seeking informal help from family and friends (Maher & Souter, 2006; Woolhouse et al., 2009;  
Cornally & McCarthy, 2011). Known barriers for women seeking support for common 
maternal morbidities include being unaware of available treatment, lack of knowledge about 
post-childbirth morbidities and shame or stigma associated with the morbidity (McCallum et 
al., 2011; Bina, 2014; Brown, Rance, & Bennett, 2015). 
Some factors such as perception of the problem, accessibility of help and inclination to get 
treatment have been suggested as an effective factor in help-seeking behaviours 
(Chandrasekara, 2016). Higher education levels and support from family and friends have 
been shown to enable help-seeking behaviours for women within the first 12 months after 
childbirth (Dennis & Chung-Lee, 2006). However, there is a limited understanding of how 
women within the first 12 months after childbirth experience formal help-seeking from health 
care professionals and services (Abushaikha & Khalaf, 2014). 
Better knowledge about women’s experiences of barriers and facilitators when help-
seeking from health professionals for post-childbirth physical and mental health problems is 
essential for ensuring suitable services. Improving policymakers’ and health care providers’ 
knowledge about this will enable them to design services that increase the number of women 
seeking professional help and decrease negative outcomes from lack of timely attention for 
childbirth morbidities (Bryant et al., 2016). The aim of this review therefore is to explore 
women’s perceptions of the barriers and facilitators they experience in seeking help from 
health professionals within the first 12 months after childbirth.  
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4.2 Method 
 To address the aim, a systematic qualitative meta-aggregation review was conducted 
following the Joanna Briggs process (Lockwood, Munn, & Porritt, 2015). Meta-aggregation is 
underpinned by pragmatism which aims to find set of statements from qualitative papers to 
produce ‘lines of action’ for policy makers (Hannes & Lockwood, 2011). 
This uses a comprehensive and rigorous search of relevant studies to find unbiased 
knowledge that answers the research question with the findings then extracted and 
aggregated without any new analysis (Lockwood et al., 2015) which aims to better understand 
of the problem (Creswell, 2013). 
4.2.1 Conceptual framework 
A variety of behavioural models have been used to explain help-seeking behaviours, 
including psychological models such as the Self-Regulation Model (Diefenbach & Leventhal, 
1996), the Health Belief Model (Diefenbach & Leventhal, 1996) and the Theory of Planned 
Behaviour (Armitage & Conner, 2001). Sociological perspective models have also been used, 
such as the Network Episode Model (Pescosolido & Boyer, 1999), Kadushin’s theory 
(Kadushin, 2004) and the Behavioral Model of Health Service Use (BMHSU) (Andersen et al., 
2011). Among these theories, sociological models that consider demographic and societal 
factors may best explain help-seeking behaviour in post-childbirth women, given the existing 
knowledge on the impact of informal support on health services use. This systematic review 
applied the BMHSU model as a lens to view the qualitative research evidence identified 
(Andersen et al., 2011).  
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Figure 4.1 Behavioural Model of Health Services Use including contextual and individual characteristics (adapted from Magaard et al., 2017) 
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The BMHSU (Figure.4.1) proposes that health outcomes originate from a mix of contextual 
characteristics, individual characteristics, and health behaviours (Andersen et al., 2011). The 
contextual and individual characteristics are categorised into predisposing variables, enabling 
factors and need variables (Andersen et al., 2011). Family, society and the health care system 
are all considered as contextual characteristics; personal beliefs about health care services, 
educational level and demographic features such as age, are defined as individual 
characteristics (Andersen et al., 2011). The health behaviours that are influenced by personal 
practices and the process of medical care shape the use of personal health services (Andersen 
et al., 2011). This review considered only the contextual and individual characteristic 
elements of the BMHSU model, as barriers and facilitators to women’s health behaviours and 
outcomes (see Figure 4.1). Anderson et. al (2011) conceptualises the factors important for 
seeking help as: (a) predisposing variables (b) enabling factors and (c) need variables, such as 
severity of post-childbirth morbidities. 
4.2.2 Search strategy and selection  
The review considered qualitative and qualitative components of mixed methods studies, 
published in peer-reviewed articles in English from January 2000 to December 2017. The 
inclusion criteria were formulated according to the PICO format (Participant, Interest, 
Context). ‘Participant’ was defined as women within the 12 months after childbirth. ‘Interest’ 
was defined as any factors that hinder or influence women to access health professional care 
related to their maternal morbidity issue/s. ‘Context’ was any international research about 
help-seeking behaviour among community-dwelling women. Post-childbirth morbidities 
included any physical and mental health issues such as depression, backache, wound 
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infection, breast problems, experienced by women during the first 12 month following 
childbirth.  
The following search terms were used: (postpartum OR postnatal OR after childbirth OR 
puerperium OR birth) AND (maternal OR women OR mothers) AND (behaviour) AND 
(facilitators) AND (barriers OR morbidity OR help-seeking OR treatment preferences OR 
behaviour OR facilitators) AND (qualitative OR mixed methods OR evaluation). Modification 
of the terms by using truncations and Boolean Operators helped to access a full range of 
papers, see table 4.1 for key words. 
Two researchers (MR, SL) searched for English language papers on the following electronic 
databases in consultation with a subject relevant librarian: MEDLINE, CINAHL (EBSCOhost), 
EMBASE (Ovid), and ISI Web of Science. The keywords and predefined vocabulary used, 
exclusion and inclusion criteria are presented in Table 4. 1. To identify additional potentially 
relevant published papers, we hand-searched the reference lists of all identified relevant 
papers (n=1).  
The search method recognised 971 papers. All papers from databases were added to 
EndNote library and then duplications (n=691) were manually removed prior to selection of 
studies (Figure 4.2). Papers were screened and excluded by title and abstract. A full-text copy 
of 48 studies were retrieved for consideration of eligibility, with 39 of the papers being 
excluded because they did not address the outcome of interest (n= 3), phenomena of interest 
(n= 17) and participants of interest (n= 19), see Appendix (II).   
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Table 4.1 Search methods for identification of studies 
Type of study Qualitative and mixed method studies included in this study. 
Approaches We undertook Internet searching and hand searching 
Range of years The search strategy involved the systematic review of published peer-
reviewed articles in the English language published from 2000 to 
December 2017. 
Limits:  Human. 
Term used: ‘postpartum’, ‘postnatal’, ‘after childbirth’, ‘puerperium’, ‘birth’ 
“AND”, ‘maternal’, ‘women’, ‘mothers’, ‘infant’, ‘baby’ “AND” 
‘behaviour’ “AND” ‘facilitators‘ “AND” ‘barriers’, ‘morbidity’, ‘help-
seeking’, ‘treatment preferences’, ‘behaviour’, ‘facilitators‘ AND 
‘qualitative‘, ‘mixed methods’, ‘evaluation’ 
Post-childbirth 
period 
Defined as 12 months following childbirth. 
Post-childbirth 
morbidities 
Physical and mental health issues (i.e. depression, backache, 
headache, wound infection, constipation, breast problems, urinary 
incontinence, fatigue, postpartum blues, sexual problems, sleep 
problems, haemorrhoid, anxiety and faecal incontinence)  
Health 
professional 
sources of help 
GP, Obstetrician/Gynaecologist (OB/GYN), Psychologist, Psychiatrist, 
Social worker, Child Health and Parenting Centres, Nurse, Midwife, 




Theorises that some factors are important for seeking help (a) 
predisposing variables (b) enabling factors and (c) need variables, 




Broadly defined as any factors that hinder or influence women to 
access to the health professional related to their health issues. 
 
4.2.3 Quality appraisal 
Two researchers (MR, ChS) independently screened the full text of retrieved papers (n=9) 
by the JBI Critical Appraisal Checklist for Qualitative Research (Lockwood et al., 2015) 
(Appendix III). The checklist consists of ten questions involves three distinct steps: filtering, 
technical appraisal and theoretical appraisal (Hannes & Lockwood, 2011). Papers were 
included if both reviewers answered ‘yes’ to a minimum of seven of ten prompt questions, 
with disagreements resolved by consensus after reviewing the criteria and definitions.  
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For this systematic review, eight qualitative papers (Sword et al., 2008; Abrams et al., 2009; 
Merry et al., 2011; Wittkowski et al., 2012; Buurman & Lagro-Janssen, 2013; Goyal et al., 2015; 
Wuytack et al., 2015; Bell et al., 2016) and one mixed methods pilot study (Park et al., 2017) 
met the inclusion criteria.  
 
Figure 4.2 Flow diagram of systematic review 
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4.2.4 Data extraction and management 
The review process began with the pre-defined inclusion and exclusion criteria as per our 
well-defined question providing a framework to find not just the articles, but the relevant 
findings within articles (Korhonen et al., 2013). Data were collected on the following: 
author(s) names, publication date, methodology, method, phenomenon of interest, country, 
setting, participants, data analysis and findings the quality measure, the aim of study, design; 
morbidity; participants; ethnicity; and phenomena reported (see Table 4.2). There were a 
limited number of post-childbirth maternal morbidities reported in the papers: depression 
(Sword et al., 2008; Abrams & Curran, 2009; Wittkowski, Zumla, Glendenning, & Fox, 2012 
Goyal, Park, & McNiesh, 2015; Bell et al., 2016; Ta Park et al., 2017), pelvic floor dysfunction 
(Buurman & Lagro-Janssen, 2013), and pelvic girdle pain (Wuytack et al., 2015). All studies, 
apart from one identified participant diverse culture background (Wittkowski et al., 2012).  
4.2.5 Level of credibility 
It is essential for credibility of qualitative research to only consider high quality papers and 
those without bias (Dixon-Woods, 2006). The different interpretation of qualitative findings 
makes it difficult to get a deep understanding of the aim of the research’s included papers. 
The studies included in this systematic review were graded as credible according to the JBI 
credibility criterion, which is defined as the congruity between the research question and 
findings of the studies based on the theoretical frameworks (JBI, 2014).  
4.2.6 Data synthesis 
 The Meta aggregation process requires achieving the applicable findings that met the 
review criteria (Hannes & Lockwood, 2011). We extracted 75 findings from the nine papers, 
102 
with illustrating quotes about women’s perceptions of the barriers and facilitators they 
experienced in seeking help from health professionals as the first step of meta-aggregation 
process (Appendix IV). Findings were then aggregated into seven categories according to 
similarity in meaning (Appendix V). Further analysis of the categories shaped three synthesis 
statements (Figure 4.3). These statements were formed as key factors that discouraged or 
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Women’s perceptions of the barriers and facilitators they experienced in seeking help from 
health professionals were allocated to seven categories; they accepted the problems as part 
of normal childbirth process; lack of knowledge about the problems was obvious, they shared 
their problems with trusted persons; family and friends influenced women’s choice to seek 
help or not; difficulty to access post-childbirth care or did not address their problems; fear of 
being judged prevented them to seek help; the women’s cultural context was an essential 
factor in whether or how they sought help. The seven categories were aggregated to three 
synthesis statements about the topics: Perceived need to seek help, Interpersonal 
communication, and how society views post-childbirth problems (figure 4.3).  
 
Figure 4.3 Meta-aggregation of findings on facilitators and barriers to help-seeking 
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4.3.1 Synthesis Statement 1 – Perceived need to seek help 
Women with low health literacy were less likely to seek formal help. The main reasons 
identified were a lack of knowledge to recognise the problem or thinking that the morbidity 
was normal and would resolve over time. Two categories supported the first synthesis 
statement. 
4.3.1.1. Category - Women did not seek help because they accepted problems as a part of the 
motherhood role. 
Five out of nine studies made references to the post-childbirth problems being seen by 
women as a normal process of childbirth and not as an ailment (Sword et al., 2008; Abrams 
et al., 2009; Buurman & Lagro-Janssen, 2013; Bell et al., 2016; Ta Park et al., 2017). Women’s 
perceptions about their conventional role in families (Ta Park et al., 2017) and normalizing of 
their health problems also led to their belief that their problems were part of the motherhood 
role (Abrams et al., 2009; Buurman & Lagro-Janssen, 2013). This was reported by all studies 
for both physical or mental problem. For example, one woman reported: `I simply thought: 
the urinary incontinence is just part of it. Your whole body is turned inside out after delivery 
anyway. So, I thought it’s just part of the game.’ (Buurman & Lagro-Janssen, 2013, p. 408). 
 Women with physical problems also expressed the view that initially they felt their 
problem would gradually be resolved (Buurman & Lagro-Janssen, 2013), and for mental issues 
they felt they were able to self-manage their problems (Bell et al., 2016). Overall, women’s 
accounts showed that their infant`s health had priority over their health (Buurman & Lagro-
Janssen, 2013; Bell et al., 2016).  
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4.3.1.2 Category – A lack of health knowledge about post-childbirth problems meant women 
did not seek help.  
All seven studies confirmed that both women (Sword et al., 2008; Merry, Gagnon, Kalim, 
& Bouris, 2011; Buurman & Lagro-Janssen, 2013) and trusted persons in their lives (Sword et 
al., 2008) had a lack of knowledge about post-childbirth health problems:  
‘I just didn’t know what I wanted at the time and I didn’t know what I wanted to get out 
of it. I didn’t know what was going on.’ (Bell et al., 2016, p. 656) 
One study showed that provision of information and guidance by health care providers to 
women about their issues or previously experienced problems assisted women to cope with 
the problems after childbirth (Sword et al., 2008).  
4.3.2 Synthesis Statement 2 – Interpersonal communication 
Women used interpersonal communication with a trusted person as the fundamental way 
to deal with the post-childbirth phenomenon. Two categories supported this synthesis.  
4.3.2.1 Category - Women’s first strategies were to share their problems with trusted persons.  
This category was supported by 14 findings in five studies (Abrams et al., 2009; Merry et 
al., 2011; Wittkowski et al., 2012; Wuytack et al., 2015;  Goyal et al., 2015). Findings suggested 
that if women could not manage their health issues alone, then they shared problems as the 
first step in help-seeking (Goyal et al., 2015). Many women spoke to their spouse or other 
women about their health issues (Abrams et al., 2009; Wittkowski et al., 2012; Goyal et al., 
2015). For example, one participant reported about her husband: 
He always says, ‘But, who do we ask? Who do we ask? Next time you go to the doctor ask 
him about how you’re feeling. (Abrams et al., 2009, p. 542) 
109 
 Another study identified a preference for sharing problems with friends from the same 
age group (Goyal et al., 2015), or some women preferred to talk to a person who they felt 
was reliable and would listen carefully to their problems without any judgment (Abrams et 
al., 2009).  
4.3.2.2 Category - Family and friends influenced women’s choice to seek help or not. 
Women were often encouraged by family and friends to seek help, even if their family 
considered the problems as a part of normal childbirth process (Sword et al., 2008; Wuytack 
et al., 2015; Bell et al., 2016). If there was a lack of awareness and assistances by partner and 
family, depressed women often did not feel motivated to seek help (Bell et al., 2016). Some 
of the women felt their health problems were not significant to the family (Sword et al., 2008) 
and were even ignored by them (Bell et al., 2016). For example, one woman reported:  
`My mother doesn’t want to look after the infant so I can see my psychologist. She 
believes I don’t need it. I have no support from her for this.’ (Bell et al., 2016, p. 656)  
4.3.3 Synthesis Statement 3 – How society views post-childbirth problems? 
Health services did not appear well designed for women’s post-childbirth health needs 
reflecting society’s apparent lack of support for this time in women’s lives. Three categories 
supported this synthesis.  
4.3.3.1 Category - Women found that post-childbirth care was difficult to access or did not 
address their problems.  
Many of the women reported that professional health care was an unhelpful experience 
(Abrams et al., 2009) as this participant reported:  
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I find they just like brush you off ... my gyne doctor, I thought she would help, she would 
understand, cause she works in the field. And instead she just like didn’t care. I honestly 
felt that she didn’t care and I felt so alone. (Bell et al., 2016, p. 654) 
 The discrepancy between antenatal and postnatal care was also emphasised by women 
(Wuytack et al., 2015) as health services often did not forewarn women about possible 
problems (Bell et al., 2016). Health care professionals rarely asked women about their 
problems during appointments such as infant checks (Wuytack et al., 2015) with consultations 
focused on the infant`s need rather than the mother`s (Bell et al., 2016). 
There was a lack of psychosocial assessment or assessment of abuse or depression (Merry 
et al., 2011) and some women reported that they received conflicting advice from different 
health professionals when they discussed morbidities (Wuytack et al., 2015). Women often 
struggled to access professional health care as a first line of treatment (Abrams et al., 2009). 
Among those women who sought professional help, those services that were close to home 
or online were the priority (Bell et al., 2016).  
Among immigrant women, isolation and language obstacles were barriers to accessing 
health services (Merry et al., 2011). Some factors such as absence of knowledge about who 
and which services were available (Wittkowski et al., 2012), government-funded (free 
services) (Merry et al., 2011), and the cost of seeking private treatment (Wuytack et al., 2015) 
were reported in findings as barriers to care. Continuity of care and having an established 
relationship with a health care provider facilitated post-childbirth help-seeking in two papers. 
A ‘comfortable relationship’ with health care providers was the main reason for seeking help 
(Sword et al., 2008; Bell et al., 2016): 
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`I had already established a relationship with [the clinic] so the counsellor I was seeing 
there was, I mean, available at any time and I felt that was good and I also had a good 
rapport with my doctor, so I was alright. I’m not one to easily open up, so if I don’t feel 
comfortable with someone there’s no way I’ll talk about how I feel.’ (Sword et al., 2008, 
p. 1169) 
4.3.3.2 Category - Fear of being judged prevented women from seeking help.  
Women’s fear of being judged was a barrier to seeking help, with some women stating 
fears of being labelled as ‘crazy,’ ‘schizo,’ or ‘psycho’ (Abrams et al., 2009; Bell et al., 2016) 
and a general worry about stigma (Goyal et al., 2015):  
`I’m like I don’t wanna be labelled you know. It’s like you always feel like you’re being 
labelled as a psychiatric patient.’ (Bell et al., 2016, p. 655). 
 Working women were additionally worried that being labelled as ‘depressed’ might 
negatively influence their employment prospects (Sword et al., 2008). This issue was at the 
forefront in the rare cases were women worried about losing child custody (Sword et al., 
2008).  
Some women felt that openly discussing urogenital problems was ‘taboo’ and 
embarrassing (Buurman & Lagro-Janssen, 2013). They expressed feelings of shame if they had 
to talk about these (Buurman & Lagro-Janssen, 2013). This also applied to mental symptoms 
(Sword et al., 2008). These barriers could be exacerbated if women experienced lack of self-
esteem about body image (Buurman & Lagro-Janssen, 2013) or if there were a lack of respect 
for patient`s privacy by health professionals (Bell et al., 2016). 
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4.3.3.3 Category- The women’s cultural context was an essential factor in whether or how they 
sought help 
Culture-specific post-childbirth traditions can help family and friends to support women 
(Goyal et al., 2015) and conversely a lack of culturally appropriate care was a barrier to 
accessing care for many immigrant women (Goyal et al., 2015; Ta Park et al., 2017).  
‘I think our Vietnamese never come to those services. Our Vietnamese are very strong. 
American always comes to see counsellors. Majority of our Vietnamese don’t come to 
see these professions. I have a strong mind. I am sad, but I don’t need to see them.’ (Ta 
Park et al., 2017, p. 437) 
Findings showed that ‘familism’ or cultural norms also created strong barriers as some 
women explained their culture banned women from talking about their mental health issues 
and did not encourage them to engage with their thoughts and feelings (Wittkowski et al., 
2012). Some women therefore preferred to speak to strangers to protect their privacy 
(Abrams et al., 2009) and sometimes they preferred to get this help anonymously (Goyal et 
al., 2015). 
4.4. Discussion 
The studies included in this review only covered depression, pelvic floor dysfunction, and 
pelvic girdle pain. This is in contrast to reported quantitative studies which have highlighted 
a wide range of morbidities and suggest the prevalence of morbidities is around 90% during 
the postpartum period (Cooklin et al., 2018). The limited research presenting a women’s 
perspective on help-seeking for post-childbirth morbidities is surprising given the prevalence 
of morbidities and suggests a ‘hidden’ problem. The meta-aggregation results highlight 
possible reasons for the dearth of qualitative research in this area.  
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The key facilitators and barriers for women seeking help for health issues after childbirth 
were summarized as three synthesis statements covering women’s perceived need to seek 
help, interpersonal communication, and how society views post-childbirth problems. The 
results extracted three coherent themes about factors influencing women’s help-seeking 
behaviour after childbirth.  
4.4.1 Perceived need to seek help 
These findings show that women normalized, minimized or hid their health issues. This 
resulted in a lack of perceived need as women often did not understand the importance of 
their problems or could not distinguish between what is regarded as normal or abnormal 
when it comes to physical or mental health problems after childbirth. According to the 
BMHSU Model, this lack of perceived need leads to less demand for services (Bradley et al., 
2002). The normalizing, minimizing or hiding of problems means that women conceptualized 
these problems as a normal process of childbirth and subsequently did not take any action to 
resolve them (Scrandis, 2005; Rudman & Waldenström, 2007; Chew-Graham et al., 2009; 
Goodman & Santangelo, 2011). 
Low health literacy underpins women’s lack of perceived need. The synthesized findings 
confirmed women (Sword et al., 2008; Merry et al., 2011; Buurman & Lagro-Janssen, 2013; 
Bell et al., 2016), trusted persons (Sword et al., 2008) and health care providers (Khalaf et al., 
2009; Beake et al., 2010) were often unaware of potential problems deriving from childbirth. 
This low literacy exists across all groups despite the known high prevalence of post-childbirth 
morbidities during the first 12 months (Cheng & Li, 2008; Haran et al., 2014). Others have 
highlighted that high-level education is a motivation to seek treatment (Dennis & Chung-Lee, 
2006) and so education can be seen as an enabler for women to be empowered to seek help.  
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Women’s perceived need to seek help are framed as individual characteristics in the model 
but this study suggests perceived need is also a social phenomenon. Evaluated need is 
categorised as professional judgments by specialist and health care providers in the BMHSU 
model. It also has social elements, such as access to the latest medical advances and the 
provision of educational brochures and medical equipment. The included papers for this 
systematic review showed that lack of evaluated need is one of the reasons for women’s lack 
of knowledge about post-childbirth problems, as women felt health care providers had not 
prepared them for potential problems after childbirth, in the prenatal period.  
4.4.2 Interpersonal communication 
The synthesized findings indicated that women used interpersonal communication with 
trusted persons as the fundamental way to deal with post-childbirth morbidities. Once 
women decided they needed to seek help, family and friends were found to be the first source 
of help (O'Mahen & Flynn, 2008). Scrandis (2005) showed that women notably shared their 
problems with trusted persons through their connections with other women who have the 
same problem. Overall it is clear that positive interpersonal connections between women and 
surrounding people encouraged them to seek help.  
4.4.3 How society views post-childbirth problems 
One of the implications of this systematic review is that society`s views are a barrier to 
women’s post-childbirth problems because there is a general normalising of maternal 
morbidities. According to the BMHSU Model, social factors at the contextual level influence 
health service use. More specifically, a community`s health literacy level and ethnic 
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composition were relevant predisposing influences found in this study for enabling of creating 
barriers to help-seeking.  
The community-based beliefs that derive from community values and culture, direct 
financial resources and policies for access to services and therefore can also influence 
evaluated need. The relevance of cultural barriers found by others, such as lack of 
understanding and support by society and lack of understanding of cultural background by 
health care providers (Sword et al., 2008) were supported by this review.  
Enabling characteristics identified in the BMHSU Model that could offset these elements 
consists of health policy, financing and organization. These factors reflect the distribution of 
care services in the community and the community access. As these results highlight, 
limitations in these services result in non-use by women after childbirth and are compounded 
by feelings of stigma. This review is supported by others who argue that a key way to improve 
post-childbirth maternal and child health is improving health care providers’ awareness of 
post-childbirth morbidities (Cassiano et al., 2015; Mazzo et al., 2015), with a re-balancing of 
post-childbirth health visits toward the needs of the woman’s post-childbirth health (Fahey & 
Shenassa, 2013).  
There is little research about the knowledge of health care providers (McCauley et al., 
2011). The necessity for improved education for health care providers about maternal 
morbidities is crucial the lack of knowledge by women’s family and health care providers was 
apparent (Khalaf et al., 2009). To provide appropriate care to women during thepost-
childbirth period, it is important that health care providers increase their knowledge about 
post-childbirth physical and mental care (Romanno et al., 2010).  
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4.4.4 The BMHSU model 
This systematic review applied the BMHSU model as a lens to find women’s help-seeking 
behaviour about their health issues after childbirth (Figure 4.1). We found several of the 
BMHSU categories more useful than others. Among contextual characteristics and individual 
characteristics, the predisposing factors ‘social’ and ‘beliefs’ were relevant. Health policy and 
organization as enabling factors were relevant to this systematic review according to 
contextual characteristics. Among individual characteristics financing and organization 
characteristics were enabling and evaluated and perceived need factors were also key 
findings from this systematic review (Magaard et al., 2017). None of our review papers 
identified relevant demographic details. The BMHSU Model does not specify health literacy. 
However, this review shows the importance of health literacy as a unique factor to explain 
help-seeking behaviour and we propose adding health literacy as a predisposing factor for 
both contextual and individual characteristics. Overall, the BHMSU model was overly complex 
for our findings. 
This meta-aggregation found several pivotal obstacles to post-childbirth care, which has 
enabled the development of a new framework for understanding barriers and facilitators to 
women’s help-seeking for maternal morbidities (Figure 4.4). We placed women’s perception 
of need at the centre, surrounded by interpersonal communication with trusted persons, and 
all encompassed by society’s views of women and childbirth. A comprehensive study of 
women's post-childbirth behavioural and psychosocial health care, acknowledging social 
factors is necessary to address gaps in care. The recognition of these gaps, in turn, can be 
helping to enhance care and meet guidelines for better post childbirth care. 
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Figure 4.4 A model of the key influences on women's help-seeking behaviour in the 12 months post-
childbirth 
 
4.5 Implication for practices 
WHO (1998) two decades ago suggested a more comprehensive schedule for postpartum 
care (6 -12 hours, 3-6 days, 6 weeks, 6 months), with current guidelines by WHO (2015) ended 
by 6 weeks. Our review suggests that extending offered care by health care providers to 12 
months after childbirth, might enable mothers’ help-seeking for maternal morbidities and 
protect the women’s health and consequently families` health. Our review also highlights the 
role for informed health care workers in routine questioning about morbidities to bypass 
women’s lack of perceived need. This could be via a checklist to remind health care workers 
to collect the required information from the mother and if appropriate, their partner (Phang 
et al., 2015). Additionally, better educational preparation of women and their families about 
about maternal morbidities during pregnancy or the during hospital stay could enable help-
seeking behaviours.  
women`s perceived needs 
to seek help
Interpersonal communication
How society views post-childbirth 
problems?
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Further, health service managers need to ensure that access barriers are addressed 
through quality needs assessment processes, particularly for vulnerable women.  
4.6 Limitations 
The meta-aggregation approach considers extracted themes from supporting statements 
such as the participant`s experiences or quotes and creates new knowledge through synthesis 
not new analysis. This study included papers which reported depression and pelvic issues, but 
research addressing other common post-childbirth morbidities were not found and it is 
possible that we failed to identify all available literature. Given quantitative papers show a 
wide range of morbidities it can be assumed that there is a need for further primary research 
into women’s experiences of post-childbirth help-seeking. Only papers written in English were 
included and all the studies located were conducted in developed countries, so there is 
limited applicability of the findings to women in developing countries. 
4.7 Conclusion 
This review found that women often do not recognise morbidities, or are disinclined to 
reveal physical and mental post-childbirth morbidities in the primary care setting. We also 
found that health professionals do not facilitate discussion of post-childbirth morbidities and 
may have a lack of awareness of evidence-based management of post-childbirth morbidities. 
Societal lack of knowledge about maternal morbidities was also found by this review 
suggesting the need for improved health literacy among family, health care providers and the 
community about these problems is necessary. We identified a model of women’s help-
seeking for maternal morbidities that addresses our findings more closely than the BHMSU 
model. The review has highlighted that there is limited literature from a women’s perspective 
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about post-childbirth help-seeking and lack of research in this area may negatively influence 
policy. Given the identified barriers to help-seeking for women further research and review 
of the content, quantity and quality of care after childbirth are recommended.  
4.8 Chapter summary 
This systematic review presented a comprehensive international information published 
from 2000 to 2017 about women’s help-seeking behaviours within the first 12 months after 
childbirth. However, finding nine papers in this area showed there was a scarcity of research. 
The ‘key findings’ of this study were, post-childbirth problems are seen as a part of the 
motherhood role, women fear being judged negatively, women share their issues with family 
and friends as trusted persons, low health literacy, Lack of access to proper care and poor 
advice from families, women’s cultural context was an essential influence in whether or not 
they sought help.  
In section 3.6, feminist pragmatism has been emphasised on value of published work. 
Limited numbers of qualitative studies found in this systematic are a valuable evidence that 
shows women’s voices and their experience have been neglected. It is a confirmation of 




Chapter 5: Mothers’ views of postpartum health problems 
This chapter was originally published as a paper in the peer-reviewed, Journal of Advanced 
Nursing, in August 2019. A PDF of the published manuscript is reproduced as Appendix VI. 
Rouhi, M., Stirling, C., & Crisp, E.P. 2019. Mothers’ views of health problems in the twelve 





Introduction: Many women experience physical and mental health problems after 
childbirth, but there is a gap in understanding how they perceive their health after childbirth. 
Studies suggest they are inhibited in expressing their needs and so seek informal rather than 
professional help for their health problems. 
Method: A mixed method concept mapping study has been selected for this study. Two 
groups of Australian women were recruited via an online platform and purposive sampling 
(n=81) in 2017-2018. A first group created 83 brainstorm statements about post-childbirth 
health problems and help-seeking, and a second group sorted and rated the statements based 
on their perception of the prevalence of the issues and the help-seeking advice they would 
offer to others. Bradshaw`s Taxonomy of Needs was used to theoretically underpin the 
explanation of the results of women’s felt need after childbirth. The aim of this study is 
identification of the health problems that women feel require help and subsequent help-
seeking behaviour during the 12-month period after childbirth. 
Results: Multidimensional scaling resulted in six clusters of issues which were categorised 
into three domains: ‘health issues and care’, ‘support’, and ‘fitness’. Despite being directly 
asked, about two-thirds of the women did not report experiencing any health problems. 
Conclusion: Our findings showed women had a broader perception of health care needs 
which included support and fitness. There is a potential gap in services for women who do 




Help-seeking behaviour, nursing, support, morbidities, Bradshaw taxonomy, social need, 
felt need, concept mapping.  
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5.1 Introduction 
This paper addresses women’s health problems occurring in the first 12 months after 
childbirth. Post-childbirth health problems are conditions attributed to childbirth resulting in 
a negative impact on the women’s wellbeing and functioning (Chou et al., 2016). These 
problems remain a challenge to define, interpret and measure (Hardee et al., 2012) and the 
prevalence of these general and specific health problems is insufficiently addressed and 
inadequately described in the literature (Haran et al., 2014), making them ‘hidden’ from sight 
(Fahey & Shenassa, 2013). Furthermore, women report not being encouraged to reveal their 
post-childbirth health concerns during ‘traditional’ post-childbirth care (Haran et al., 2014). 
The more common post-childbirth health problems such as haemorrhage, hypertension and 
mood disorders are well described in the literature and clinical practice, with established 
plans for treatment (WHO, 2015; Hannah Woolhouse, James, Gartland, McDonald, & Brown, 
2016). However, hidden post-childbirth health problems, such as backache or fatigue (Schytt 
et al., 2005; McGovern et al., 2007; Rouhi et al., 2011; Song et al., 2014), are not sufficiently 
considered in the traditional post-childbirth check-up (Levitt et al., 2004; Cheng et al., 2006; 
Cheng & Li, 2008). It can be argued that the traditional post-childbirth check-up fails to 
identify all the health problems that women experience, creating potential long-term effects 
on their well-being.  
5.2 Background 
Post-childbirth health problems affect over 90% of women during the 12 months after 
childbirth (Wilkie et al., 2017). The effects of these problems on women’s and infant’s health 
are undeniable (Walker et al., 2015). Research shows there is a concerning lack of knowledge 
about post-childbirth health problems and what is ‘normal’ post-childbirth among health care 
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providers, women and their families (Khalaf et al., 2009; Beake et al., 2010). Post-childbirth 
care often focuses on the infant`s needs rather than the mother’s (Buurman & Lagro-Janssen, 
2013; Bell et al., 2016). While we know most women need information about lactation or 
dealing with adjusting to a new situation during the first days of this period (Beake et al., 
2010), there is little information about women’s needs during the rest of the 12 months post-
childbirth period (Rouhi et al., 2019). Most research about post-childbirth problems focuses 
on the early post-childbirth period (Kaitz, 2007; Caetano, Mendes, & Rebelo, 2018) or more 
prevalent problems such as mental health problems (Fisher et al., 2012).  
Our earlier systematic review showed there is a paucity of information related to help-
seeking behaviours (an ability to seek formal or informal help) among women in this 12-
month post-childbirth period (Rouhi et al., 2019). The existing research is focused on non-
professional sources of help like family and friends (Maher & Souter, 2006; Woolhouse et al., 
2009; Cornally & McCarthy, 2011) and is largely about mental health problems such as 
depression (Sword et al., 2008; Abrams et al., 2009; Goyal et al., 2015; Bell et al., 2016; Ta 
Park et al., 2017; Wittkowski et al., 2012), but help-seeking behaviour about other problems 
appears to have been ignored by women or neglected by health care providers.  
The post-childbirth problems are compounded because many post-childbirth women are 
inhibited in expressing their needs (Maher & Souter, 2006) and when seeking help women’s 
post-childbirth needs are not always adequately met (Cassiano et al., 2015). To explain the 
concept of health need among women, we applied Bradshaw’s Taxonomy of Needs 
(Bradshaw, 1972). Bradshaw defined four types of need: felt, expressed, normative and 
comparative need.  
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Felt need is when clients feel they have a need but never disclose or act upon it. Limited 
health knowledge is one reason why people may have different perceptions and views about 
their needs and help-seeking. Expressed need is where people with felt need used services, 
though this can be influenced by the availability of services and any failure of policies to 
consider new services (Bradshaw, 1972). Normative need is need defined by experts (such as 
policymakers and health professionals) and usually results in services designed to care for 
people in society. Normative need can be affected by difficulties defining need and conflict 
among experts. Finally, comparative need is simply a comparison of the needs of people in 
different health or geographic areas (Bradshaw, 1972; Bradshaw, 1994; Carver et al., 2014). 
While there are studies about the normative needs of women in the 12 months after 
childbirth (Dennis & Chung-Lee, 2006; Chew-Graham et al., 2008; Widarsson, Kerstis, 
Sundquist, Engstrom, & Sarkadi, 2012; Brodribb et al., 2013; Agapidaki et al., 2014; Borglin, 
Hentzel, & Bohman, 2015), women in one study pointed out that health care providers 
ignored their felt need (Bailey, 2010). Considering this felt need gap, improved knowledge 
about post-childbirth health problems with a focus on identifying women’s post-childbirth 
felt needs and help-seeking behaviour up to 12 months after childbirth, is needed if we are to 
improve or redesign maternal health services.  
5.2.1 Aims 
This research investigated help-seeking behaviour among Australian women for their 
health problems in the 12 months after childbirth. The main objectives were to identify the 
health problems that women felt required help during the 12 months after childbirth and to 
identify their subsequent help-seeking behaviour. 
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5.3 Design 
We used concept mapping, which is a useful form of structured conceptualisation for 
gaining consumer participants’ perspective for research and service design (Trochim & Kane, 
2005). Concept mapping was established by William Trochim of Cornell University, over two 
decades ago (Trochim & Linton, 1986) and has been used consistently for participatory health 
services research since.  
This approach is an integrative mixed method. It is qualitative in that it uses brainstorming 
from individuals for ideas, and group processes for unstructured sorting interpretation. 
Quantitative methods are then used for data analysis including multidimensional scaling and 
hierarchical cluster analysis (Trochim & McLinden, 2017). The Concept System® (CS Global 
MAX™) is a software program that can be used to collect or enter the concept mapping 
qualitative data, then uses ‘a non-metric multidimensional scaling algorithm’ (Filiberto, 2008, 
p. 96) to perform structured conceptualisation. This method combines opinion polls and 
statistical procedures (Nabitz et al., 2005) and has demonstrated high validity and reliability 
in a pooled analysis (Rosa and Kane, 2012).  
Concept Mapping has been employed in areas as diverse as health, social science and 
management (Nabitz et al., 2005; O'Campo, et al., 2005). It is especially useful as a 
participatory research for answering ambiguous research questions where there are no clear 
conceptual frameworks, and when exploring people’s views about a specific issue (O'Campo, 
et al., 2005). It can be used with as few as 10 people or as many as 1000 (Kane & Trochim., 
2009), though 8-200 has been applied among most studies, and sorting and rating stages 
usually involve fewer participants (Vaughn, Jones, Booth & Burke, 2017). Concept mapping 
helps to produce graphic illustrations of concepts (Kane & Trochim, 2009). 
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Concept mapping methodology has been used for topics such as anxiety, depression, 
quality of care for chronic diseases (Trochim & Kane, 2005), and assessment of maternity 
services for disabled women influenced by domestic violence (Bradbury-Jones et al., 2015). 
One of the benefits of this methodology is the ability to use face-to-face and/or online 
sampling, and the analysis of data using the online software (Concept Systems Inc., 2018). 
Concept mapping is based on brainstorming of ideas by the target group, followed by some 
participants sorting and rating the brainstorming results, followed by multidimensional 
scaling and hierarchical cluster analysis. It has six key steps: (1) preparation, (2) generation, 
(3) structuring, (4) representation, (5) interpretation, and (6) utilization (Trochim & Kane, 
2005).  
5.3.1 Sample/Participants 
Australian women were recruited for this study using the established concept mapping 
step one ‘preparation’ methods (Betsy & Carmen, 2007) in 2017-2018. In total, 81 women 
took part across the different stages, which is identified as a good number for internal validity 
with this study approach (Betsy & Carmen, 2007; Filiberto, 2008).  
We created a study Facebook page called the ‘Hababy Project’ and potential participants 
were alerted to the Facebook page through Facebook ‘shares’ by contacts of the chief 
investigator. Information about the project was also advertised by displaying flyers in Child 
Health and Parenting Services (CHAPS), and local hospitals (see appendices IX and X). The flyer 
and Facebook shares directed individuals to the ‘Hababy Project’ Facebook page, which 
provided a link to access the study`s data collection website. Recruitment criteria were 
women of reproductive age defined as 15-44 years (Cunningham et al., 2018, p. 3) within the 
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first-year post-childbirth, who gave birth to a full-term infant, i.e. born after 37 weeks. The 
exclusions were multi-foetal gestation, i.e. involving twins or triplets. We recruited 66 women 
online for the brainstorming stage.  
Women received an automatically generated username and password that gave them an 
anonymous registration. Once they logged onto the Concept System® project webpage, they 
read the participant information and provided consent before progressing into the data 
collection pages (see Appendix VII). Women provided their demographic characteristics 
(location, mother`s age, child’s age, the method of childbirth, parity) and if this did not match 
the inclusion criteria, they were unable to submit further information. 
5.3.2 Data collection 
Data collection is step two ‘generation’ and step three ‘structuring’ of concept mapping. 
Women provided brainstorming statements in response to the focus prompt ‘Many women 
experience physical and/or mental health problems after the birth of their child. Which 
problems did you experience, and which actions did you take to get help to prevent or treat 
health problems?’ This step was completely anonymous and the Concept System®software 
(CS Global MAX™) did not allow any tracking of participants for this task.  
The researchers refined and selected the final statement set from the list of brainstormed 
statements (n=83) as per concept mapping protocol. Participants had provided 66 
brainstormed statements, but some of the responses contained more than one health 
problem and these were split into two statements by researchers. We also deleted duplicate 
statements as per protocol. The final statement set was agreed by the researchers to be 
sufficiently broad and targeted to the focus of the project (Kane & Trochim., 2009). Once 66 
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women had been recruited and completed brainstorming statements, over nine months (May 
2017-March 2018), this section of the data collection was closed. 
5.3.3 Structuring of statements  
We continued to recruit online for a second group of women to rate and sort the 
statements; however, over four months only two people were recruited. We also failed to 
recruit for a rating and sorting workshop using the Facebook page and flyers in the local 
hospitals and CHAPS. Finally, we recruited a group of 15 women using a snowball sampling 
technique. The refined statement set, participant information sheet and consent form were 
mailed to 20 women with 15 returned. To compensate women for their time, we offered a 
$20 food shopping voucher. The participants were asked to sort the 83 statements, which had 
been printed individually onto 7x7 cm cards, into homogeneous categorisations in a way that 
made logic to them. ‘In this activity, you will categorize the statements, according to your 
view of their meaning or theme’. 
In the next step, women rated the statements on a scale of 1-5 by responding to the 
questions: ‘how common do you think this issue is for new mothers?’ and ‘how likely is it that 
you would recommend to another woman that they seek help for these issues?’ by ticking 
the appropriate box. These questions aimed to identify women’s perception of the prevalence 
of an issue and their help-seeking advice to others. The statements were printed on A4 paper 
with two five-point rating scales: 1= not common, 2=less common, 3= uncertain, 4= common, 
5= more common and 1= not likely, 2= less likely, 3= neutral, 4= likely and 5= very likely.  
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The women then labelled each category and put their grouped statement cards into plastic 
bags, one for each category. After receiving the returned cards, the researcher entered the 
sorting and rating information into the Concept System software. 
Ethical considerations 
This study was approved by the Tasmanian Social Sciences Human Research Ethics 
Committee, H0016441, and 21st April 2017. (Appendix (VIII)) 
5.3.4 Data analysis  
All data were run through the Concept System® computer algorithm to achieve a 
nonmetric multidimensional scaling (MDS). The resulting maps showed the individual 
statements in two dimential (x,y) space’ and grouped into clusters (Rosas & Kane, 2012, p. 
237).  
A small majority of the women had a normal vaginal birth (51%), 75.1% were multiparous, 
and an average child`s age 7.34m (SD= 4.49). In total 81 women participated in this study; 66 
women completed brainstorming statements and a different group of 15 women sorted and 
rated the statements.  
5.3.5 Validity and reliability 
The validity and reliability of concept mapping have been evaluated and found to be 
consistently high in a pooled analysis (Rosas & Kane, 2012). Rosas and Kane (2012) analysed 
69 concept mapping studies and found strong internal representational validity and reliability 
across sorting and rating components. Validity and reliability were consistent regardless of 
the numbers of participants, percentages of participant completion and modes of data 
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collection. Concept mapping has been applied as a reliable and valid methodology across 
different contextual frameworks (Filiberto, 2008; Trehan, 2015;  Doty, 2018) and is recognised 
as particularly useful for gathering information about consumers’ views (Bedi & Alexander, 
2009) which has created renewed interest in the method (Trochim and McClinden, 2017).  
5.4 Results 
The results are the ‘representation’ step in the concept mapping process where visual 
maps are produced from the MDS. Only one-third of the statements mentioned a health issue 
during the 12 months after childbirth despite this being a key part of the focus prompt. The 
remainder only provided information on help-seeking. The morbidities reported by women in 
the statements were: backache, depression, post-traumatic stress, tiredness, anxiety, 
constipation, loss of hair, wound infection, sleep problems, sexual problems, third-degree 
tears, mastitis, urinary infection, urinary incontinence, vaginal discharge, and one report of a 
red rash around mouth and chin.  
5.4.1 Cluster map 
 The MDS resulted in 4 to 10 potential clusters, with each cluster representing a different 
conceptual field. The research team selected 6 clusters as the best fit for the data with cluster 
names selected from the names that participants gave during sorting or software suggestions. 
We grouped cluster concepts into three domains (See Figure 5. 1). The core concept of the 
first domain was ‘health issues and care’ and consisted of the clusters ‘6-week check-ups after 
childbirth’, ‘health professional support’, and ‘mental health consultation’. The second 
domain was ‘support’, containing the clusters ‘social support’ and ‘support from family and 
friends’. The third domain was ‘fitness’ which contained only the fitness cluster.  
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The ‘health professional support’ cluster had the largest number of statements with 18, 
and the ‘fitness’ and ‘mental health consultation’ clusters had the least number of statements 
with 9. 
 
Figure 5.1 A summary of each cluster 
 
Cluster 1: Health professional support 
This cluster includes morbidities which women shared with their health care providers. The 
common morbidities focused on pelvic issues such as wound infection, vaginal discharge, 
urinary tract infection, urinary incontinence, and sexual issues. The other physical health 
problems for which women sought help were backache, constipation, losing hair, skin issues, 
and mastitis. Women said that they sought help for these physical health problems from their 
chiropractor, GP, obstetrician and gynaecologist.   
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Cluster 2: Six weeks check-up after childbirth 
In this cluster, breastfeeding issues were the strongest problem mentioned for the post-
childbirth six-week check. Women took the routine check-up with their health care providers 
and highlighted that they wanted clear and appropriate information at this time related to 
post-childbirth problems.  
Cluster 3: Mental health consultation 
All nine statements in this cluster were composed of items mentioning mental health 
problems. Women who had mental health problems such as negative thoughts, depressed 
mood, and anxiety sought specialised help from health care professionals such as nurses, GPs, 
obstetricians and psychologists.  
Cluster 4: Support from family and friends 
This cluster focused on the interpersonal communication women adopt to share their 
problems and get support. Family and friends were the main sources of support for women.  
Cluster 5: Social support  
The statements in this cluster are related to women’s socialization with other mothers or 
outside the home in order to cope with concerns. Online information was identified as the 
source of support by some women. Statements such as ‘not rush back to work’ or ‘get out of 
the house most days, committing to some weekly events’ were highlighted as suggestions to 
take care of themselves.   
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Cluster 6: Fitness statements  
This cluster included statements regarding body fitness and diet. Concerns about weight 
gained during pregnancy were prominent. Women mentioned some strategies to lose weight 
such as diet care, daily exercise and walking.  
All statements created by the brainstorming process are provided in Table 5. 1, grouped 
according to the MDS clusters and with the average ratings provided by participants for the 
scales related to ‘how common’ and ‘how likely’.  
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5.4.2 Pattern match 
We used pattern matching, a graphical and statistical analysis, to compare the two ratings 
of ‘how likely’ and ‘how common’ to provide visualisation of the degree of relationship 
(Trochim & McLinden, 2017). As a planning tool, pattern matches can point to elements that 
require attention if there is poor correlation between the two ratings. Pattern matching 
graphically represents a ‘ladder graph’ containing two vertical axes of two ratings joined 
together by lines, with high rating scores situated closer to the top of the pattern match 
(Figure. 5. 2).  
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Figure 5.2 Pattern match 
 
The pattern matching showed that women agreed that the need for ‘social support’, 
‘support from family and friends’ and ‘fitness’ were prevalent and would be highly 
recommended to the other women. Surprisingly, participants rated health professional 
consultations for mental health problems as less prevalent than the likelihood that they would 
recommend this form of help-seeking. There was a strong positive correlation coefficient 
(Pearson’s r =0.89) between all the ratings.  
5.4.3 Go-zones 
To understand the priority of the statements rated by women, ‘Go-zones’, bivariate value 
plots, are used. All the statements were placed in one of four quadrants. Statements in the 
green quadrant were those rated above average by women as both more common and more 
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likely. The mean rating for each zone were: Green, more common (X Axis) 4.27, more likely (Y 
Axis)4.20; Yellow, more common (X Axis) 3.67, less likely (Y Axis) 3.67; orange, less common 
(X Axis) 3.07, more likely (Y Axis) 3.93; Grey, less common (X Axis) 2.93, less likely (Y Axis) 3.47 
(Figure 5.3). 
 
Figure 5.3 Go Zone for all statements 
 
The statements in the green zone covered some physical problems like constipation, 
backache, stitches, sexual relationship problems, sleep issues, urine infection, lactation issues 
and mental issues. The green zone also contained statements about sharing problems with 
family and friends, making a connection with other mothers and local groups, using online 
platforms to chat, weight gain, and fitness. 
140 
The three highest-rated statements suggest that health professionals are not contacted as 
first resort: ‘I use Google to look up minor concerns about my infant and speak to health 
professionals about major issues’ (statement number 24), ‘Sought help and support from 
friends and family’(statement number 33),‘My family provided mental and physical support 
through the very early days’ (statement number78).  
5.5 Discussion  
We applied concept mapping to obtain women’s views on the health problems that require 
help (help-seeking behaviour). Despite the research question, women identified a much 
broader concept of health problems post-childbirth. We identified three key health and help-
seeking domains: ‘health issues and care’, ‘support from family and friends’ and ‘fitness’, 
highlighting that morbidities are only a small portion of women’s concerns at this time. We 
flagged social and emotional and lifestyle support as key health concerns for which they seek 
help. 
Women identified significant physical and mental health problems in the health issue and 
care domain. Participants did state the same morbidities reported by other studies during the 
12 months after childbirth (Glazener et al., 1995; Ansara et al., 2005; Maher & Souter, 2006; 
Hardee et al., 2012; Van der Woude et al., 2015). However, in this study, when directly asked 
to report physical and/or mental health problems experienced after childbirth, only one-third 
of respondents reported a morbidity. It is possible that this particular group of women did 
not have many physical and psychological problems after childbirth, although this is in 
contrast with the literature which suggests a high percentage (over 90%) of women 
experience at least one health problems after childbirth (Wilkie et al., 2017).  
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It is also possible that this issue is explained by a lack of ‘felt’ need by women through 
normalising problems. The literature supports this explanation as women and their families 
have been noted to ignore, normalise or minimize health problems after childbirth (Rouhi et 
al., 2019). Normalizing is also likely compounded by women’s tendency to prioritize their 
infant`s needs (Buurman & Lagro-Janssen, 2013; Bell et al., 2016; Verbiest et al., 2018) instead 
of their own (Maher & Souter, 2006). Women often conceptualize post-childbirth problems 
as a normal part of childbirth and subsequently do not take any action to resolve them 
(Scrandis, 2005; Rudman & Waldenström, 2007; Chew-Graham et al., 2009; Goodman et al., 
2011). In such cases, women either did not have felt need or did not turn any felt need into 
expressed need.  
The ‘six week check-up’ cluster was mostly focused on infant`s needs. Typical health 
services do not have any follow-up plan after the six-week check for the rest of the 12 months 
after childbirth (WHO, 2013b). This could be a problem as post-childbirth women need 
different information depending on the timing of post-childbirth visits (Beake et al., 2010). 
During the first weeks post-childbirth, most women need information about lactation or 
dealing with settling down with a new situation (Beake et al., 2010), but there is a dearth of 
understanding about the information women need after this early post-childbirth period.  
Despite the existing knowledge about the investigation of antenatal care in Australia 
(Brock, Charlton, & Yeatman, 2014) and a study that showed high satisfaction with antenatal 
care among Australian women (Lucas et al., 2015), there is a lack of comprehensive 
knowledge about post-childbirth care in Australia. Many women spend this period of time 
with unmet needs and frustration in getting help (Woodward, Zadoroznyj & Benoit, 2016). 
Our findings suggest that women have a broader concept of health care needs post-childbirth 
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encompassing social support. This could be a problem if there is a discrepancy between 
women’s expectations and access to appropriate care. Our systematic review, for example, 
showed that the use of social support is not always positive for women needing post-
childbirth health care (Rouhi et al., 2019). 
Our pattern matching showed all clusters apart from ‘mental health consultation’ had 
closely matched perceptions of the prevalence of an issue and likelihood of help-seeking 
advice, but women rated mental health consultations as less prevalent than their importance. 
This might be the recognition of the barriers for women in accessing mental health services 
such as accessibility, proximity, stigma (Bell et al., 2016), lack of knowledge about the 
symptoms (Sword et al., 2008), or cultural and religious issues (Wittkowski et al., 2012) and 
lack of health care professionals knowledge (Rouhi et al., 2019).  
Pattern matching showed ‘support from family and friends’, ‘social support’ and ‘fitness’ 
were top-rated clusters by women. Other research identifies that social support and the need 
for information are key post-childbirth needs for women (Phang et al., 2015). For many 
women, ‘social support’, which is mostly provided by family and friends, is one of the best 
ways to both achieve their role as a mother and obtain necessary information about the post-
childbirth period (Tammentie et al., 2004; Phang et al., 2015). The importance of support has 
been highlighted by other studies which show women rely more on support from trusted 
persons than professional help (Kaitz, 2007; Sword et al., 2008; Abrams et al., 2009; Bell et 
al., 2016; Negron et al., 2013). This support may though be poorly informed or even lacking 
suggesting that some women are not getting their needs met.  
Despite the barriers to physical activity for women after childbirth (Saligheh, McNamara, 
& Rooney, 2016), ‘fitness’ was one of the concerns among our participants. During pregnancy 
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and the post-childbirth period, women are prone to weight gain and weight retention 
(Nascimento et al., 2013). But while there are many practical guidelines for exercise during 
pregnancy (Farpour-Lambert et al., 2018), the post-childbirth period is overlooked (Evenson 
et al., 2014). Consistent with other studies, women in this study felt that getting information 
about exercise and getting fit after childbirth were important, but studies show that health 
care providers do not offer this information (Evenson, Aytur, & Borodulin, 2009; Ferrari et al., 
2010).  
Go-Zone maps can help policymakers to develop strategies and action planning to resolve 
post-childbirth issues (Kane & Trochim, 2009). The summary of the statements in the green 
zone is about both physical and mental issues and help-seeking behaviours such as sharing 
the problems with family and friends, making the connection with the other mothers and 
local groups, and using online platforms to chat. A systematic review by Haran et al. (2014) 
showed that there are comprehensive clinical guidelines for the care of new mothers, but 
they are specific to certain issues like depression or infant care. Additionally, they showed 
there is inconsistency about the role and content of post-childbirth visits among developed 
countries. For this reason, women can spend this period feeling pressured, with a lack of 
suitable information based on their individual needs (Negron et al., 2013). This potential gap 
in access to care may exacerbate any problems (EdalatiFard et al., 2016). To adapt to these 
needs, parents need information and suitable assistance to cope with their new life situations 
(Rowe, Holton, & Fisher, 2013). A review of current post-childbirth care could address these 
issues.  
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5.6 Utilisation of findings  
This study provides information about women’s concepts of health care needs and help-
seeking. These findings can be applied to enhance the quality of post-childbirth care during 
the 12 months after childbirth with the following recommendations.  
1. Women need to be encouraged to talk about their well-being after childbirth. 
These findings suggest a need to refocus post-childbirth care to include the needs 
of women. 
2. Health care professionals could include information about physical fitness for post-
childbirth women.  
3. Health care professionals must understand that women’s reliance on family and 
friends for social support could result in unmet needs if the support is lacking. 
5.7 Limitations  
The study aimed to gain women’s perspective. By using online recruitment, we were able 
to access women nationwide. We had trouble recruiting women for more time-consuming 
sorting and rating activities, but others have reported similar difficulties recruiting mothers 
of young children due to lack of time from childcare responsibilities (Verbiest et al., 2018). 
Despite this, the sample size was consistent with concept mapping criteria (Rosas & Kane, 
2012). It is also possible that our sample of women with relatively low felt need was not 
representative of the broader population. 
5.8 Conclusion  
This study gained a unique picture of women’s views of physical and mental post-childbirth 
problems and help-seeking behaviours. Women have a much broader concept of post-
childbirth problems than health professionals and policymakers and rely heavily on social 
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support. Not all women have access to good social support suggesting a need to review the 
content and timing of post-childbirth care. Further research is needed to understand health 
care provider`s knowledge and practices in maternal post-childbirth health. 
5.9 Unpublished data  
The next section provides additional data and results from this study that were not 
published due to the word count limits in the chosen journal. 
5.9.1 Sample/Participants 
This phase had difficulties recruiting women for the more time-consuming sorting and 
rating activities, as women have many childcare responsibilities in this twelve month post-
partum period. We were unable to recruit using the study website, and then attempted but 
failed to recruit for a rating and sorting workshop using the Facebook page and flyers in the 
local hospitals and local community services. Finally, we recruited a group of 15 women using 
a snowball sampling technique. 
5.9.2 Validity and reliability 
Trochim defines validity as, "the best available approximation to the truth of a given 
proposition, inference or conclusion" (cited in Filiberto, 2008; p.5). As discussed on page 129, 
internal validity has been proven in pooled analysis (Rosa and Kane, 2012).  As discussed, 
concept mapping involves brainstorming, sorting and rating the brainstorming results, 
followed by multidimensional scaling and hierarchical cluster analysis. The traditional form of 
reliability like the test-retest correlation which assumes for each test there is a correct answer 
is not fit for concept mapping because there is no ‘correct’ brainstorming nor sorting category 
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for participants ideas (Trochim, 1993). Instead, reliability assumes that relatively culturally 
homogenous participants will have some shared ideas about the topic of women’s 
postpartum help-seeking.  The assessment of reliability flips the data matrix and therefore 
assesses the reliability of participants not of individual statements (Trochim, 1993, p. 2).  
5.9.3 Results  
Point map 
All study data were managed through a computer algorithm to achieve a nonmetric 
multidimensional scaling (MDS). The concept mapping analysis sorted information to 
construct a matrix of similarities by placing statements which are close to each other as a 
point on an x–y axis, which produces a point map (Figure 5.4). The stress value as a statistic 
that reflects stability within the overall map and the overall degree of correspondence 
between the input (i.e., the similarity matrix) and the output (i.e., distances between points 
on the map) using a value called the Stress Value (Kane & Trochim., 2009, p. 27), reported for 
this study was 0.2289, a stress-value between 0.21 and 0.37 is considered acceptable of data 
(Kane & Trochim, 2009). Lower values show more congruity between raw and processed data 
(Kane & Trochim, 2009).  
 Each of the points on the point map represent a statement with the number beside the 
point indicating the location of that statement on the point map. Close distance between 
points showed the similarity between items and sorted statements that sit close to each other 
defined as a cluster (Filiberto, 2008). In the middle of our points map was the statement: I use 
Google to look up minor concerns about my baby and speak to health professionals about 
major issues (statements number 24). 
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For the Figure 5.4 Map there are more points located at the southeast pole compare to 
the other parts of map. These statements mostly focused on physical problems that women 
experience and seek professional help to resolve their health problems such as: ‘Red rash 
around my mouth& chin extremely dry skin I went to see my GP’ (statements number 1), ‘As 
a new mum suffering from back pain a chiropractor advised me some exercise’ (statements 
number 6), ‘Returned to my OB after a few weeks for treatment of infected episiotomy 
stitches’ (statements number 35). 
 




Cluster rating map 
The cluster rating map (Figure 5.5) groups statements that were defined as a cluster with 
the layers for each cluster portraying the average priority ratings of the statements within 
that cluster given by women on a scale of one to five (five being highest). Clusters with more 
layers signify they were a higher priority for women. Figure 5.5 represents the average ratings 
of participant’ responses to the question ‘how common do you think this issue is for new 
mothers?’ The clusters with the most layers (i.e highest agreement to the question) 
were ’Support from family and friends’, ‘Social support’ and ‘Fitness’. These all had five layers 
which meant they had an average rating value of 3.78 to 3.98 which translates to participants 
considering these issues as ‘common’.  
 
Figure 5.5 Cluster Rating Map for six-cluster, how common do you think this issue is for new 
mothers? 
 
Figure 5.6 shows that women also highly rated the same clusters highly in answer to the 
question ‘how likely is it that you would recommend to another woman that they seek help 
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for these issues?’. The average rating value of 3.78 to 3.98 translates to participants 
considering they were ‘likely’ to recommend help seeking for these issues. 
 
Figure 5.6 Cluster Rating Map for six-cluster. how likely is it that you would recommend to another 
woman that they seek help for these issues? 
 
5.9.4 Discussion 
The cluster rating maps show that ‘Support from family and friends’, ‘Social support’ and 
‘Fitness’ were the top-rated clusters by women. These results are in line with the results of 
pattern matching which was explained in the discussion in section 5.5. These findings are 
supported by other authors who also found that support from family and friends and social 
support are an important way to deal with issues after childbirth (Tammentie et al., 2004; 
Kaitz, 2007; Sword et al., 2008; Abrams et al., 2009; Negron et al., 2013; Phang et al., 2015; 
Bell et al., 2016). ‘Fitness’ was rated highly as something women would recommend to 
another woman as they think this is an issue for new mothers. Fitness is increasingly 
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important for women though healthcare providers do not necessarily provide women with 
fitness information (Evenson, Aytur, & Borodulin, 2009; Ferrari et al., 2010). 
5.10 Chapter summary 
This study applied participatory research to understand women’s views of physical and 
mental post-childbirth problems and help-seeking behaviours. The findings of this study were: 
women have a broader perception of health care needs which included support and fitness 
and there is a potential gap in services for women who do not have good social support. As 
was discussed in section 3.6, above, feminist pragmatism values personal experiences for 
marginalised groups. In this second phase of the study, concept mapping provided a 
participatory research approach allowing participants to actively engage in providing and 
analysing data, successfully allowing women to share their experience about their health 





Chapter 6: Online help-seeking and discussion groups 
This chapter was originally published as a paper in the peer-reviewed journal Women and 
Birth, in August 2019. A PDF of the published manuscript is reproduced as Appendix IX. 
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There is little information about how women seek help after childbirth for their health 
problems while there are many women around the world who experience physical and 
mental health problems. Online forums have changed traditional sources of seeking help 
because they provide an anonymous and non-judgemental environment particularly suited 
for women with post-childbirth problems.  
Methods  
A total of 333 messages posted on a post-childbirth online forum were loaded into NVIVO 
12 Pro and were analysed using content and thematic analysis. We asked three research 
questions of the data: which health problems were women posting about; what were 
women's motivations for posting; and what support was given to mothers in response? 
Content analysis identified the major health problems, and thematic analysis was used for 
identifying motivations and the support offered.  
Results 
Seventeen different health problems were discussed on posts, with a strong emphasis on 
pelvic problems, following by mental health concerns. The key motivations for seeking online 
help identified using Sillence`s (2013) ‘typology of advice solicitation’ were: request for 
opinion or information (48.85 %), problem disclosure (30.23 %), anyone in the same boat 
(13.95%). The two main support themes were: peer to peer support (82%) and normalisation 
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(not always appropriate) of post-childbirth problems (18%). Most of the support offered was 
emotional (56.9%) followed by practical (22.7%) and informational support (20.4%).  
Conclusion 
Postpartum adjustment of post-childbirth experiences can be supportive but if ill-informed 
may provide a barrier to safe and reliable health care. Women appear to use online forums 
for receiving support for post-childbirth problems with perception of being anonymous and 
freely talk about their health problems. 
Keywords:  
Peer support, postpartum, morbidity, online support group, mothers.  
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6.1 Background 
Globally, increasing access to smartphones and tablets allows women to use technology to 
communicate. Among the digital platforms that have been introduced since the 1990s, 
forums and weblogs are the most popular sources of finding health information, especially 
among women (Husbands, 2008; Lupton, 2016). Pregnant and post-childbirth women are 
among the highest users of formal and informal blogs (Lupton, 2016; Walker et al., 2017; 
Sanders & Crozier, 2018; Wright, Matthai, & Meyer, 2019). Previous studies have shown that 
women use online platforms for breastfeeding or parents’ concerns (Niela-Vilen et al., 2014; 
Asiodu et al., 2015; Alianmoghaddam et al., 2019; Wagg et al., 2019). These online 
interactions by peer support are a way to help isolated mothers with a different 
socioeconomic background to achieve better adjustment where access to healthcare 
providers have time and cost limitations (Nolan et al., 2015; Guerra-Reyes et al., 2016).  
Postpartum period has been defined as the first 6- weeks after childbirth (WHO, 2015).  
Traditionally it is said during this period changes which has happened during pregnancy, will 
return to a “non pregnant” state (Leah, 2000). Many women experience physical and mental 
health problems, they consider these changes as a part of normal childbirth process or 
postpartum adjustment which has been confirmed by family and friends (Rouhi et al., 2019). 
Motherhood involves many physical and mental health changes and women need 
adequate knowledge to safely navigate these changes (Lupton, 2016). The traditional forms of 
getting this information, such as pamphlets or face-to-face services, have partly been replaced 
by online forums where women share their experiences. Online settings also provide 
anonymity and privacy, allowing women to talk freely about their health problems without 
fear of judgement and embarrassment (Doty & Dworkin, 2014; Slomian et al., 2017) and 
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having access to global information (Kauer et al., 2014; Furkin, 2018). The online information-
seeking affects the women’s decision-making about their health or infant’s health as well 
(Slomian et al., 2017).  
Plantin and Daneback’s systematic review (2009) showed that many parents search the 
internet to find health information and advice. However, our own previous systematic review 
found very few studies related to the help-seeking behaviours of women in the 12-month 
post-childbirth period (Rouhi et al., 2019). The limited evidence base showed that women 
largely report relying on family and friends to seek help for their post-childbirth health 
problems. To build on this work, this paper describes research exploring online help-seeking 
discussions about post-childbirth problems among women who participate in post-childbirth 
online support forums. We asked three research questions: Which health problems were 
shared by women who seek help? What were the motivations for questions mothers posted 
on the forum discussion board? What support is given to mothers who have posted questions 
about post-childbirth morbidities?  
6.2 Method 
We applied a directed qualitative content approach which can be used to analyse text or 
data gathered from audio, video, printed data such as books, papers and pamphlets or online 
sources to find themes or patterns (Hsieh & Shannon, 2005). The directed content method 
originated in the 18th century in Scandinavia (Hsieh & Shannon, 2005) and is used widely as 
either a qualitative or quantitative method in health research (Coulson, Buchanan, & 
Aubeeluck, 2007; Evans, Donelle, & Hume-Loveland, 2012; Henderson, Rosser, Keogh, & 
Eccleston, 2012; Smedley & Coulson, 2017; Furkin, 2018). While conventional content analysis 
looks to increase knowledge about less studied phenomena, directed content analysis helps 
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to endorse or expand an existing theoretical framework with a more qualitative focus (Hsieh 
& Shannon, 2005). This method has helped to answer midwifery research questions 
considering why participants use a service and the nature of their concerns (Vaismoradi, 
2013).  
6.2.1 Online recruitment 
A comprehensive online search was conducted to find a list of Australian forums which 
contained post-childbirth online support forums. Those forums which were active within the 
last 365 days, had at least 50 active individuals and more than 30 posts on the forum per day 
met the inclusion criteria. The moderators of these forums were contacted to explain the aim 
of the study and request permission to include the forum in our study. From six Australian 
parenthood forums only one granted permission to analyse posts. We approached 
moderators for consent rather than forum participants so as not to disturb participants. 
Participants’ I.D. numbers and I.P. addresses were blocked so the identity of the forums 
and participants were not visible to the researchers. This prevented violation of privacy, which 
is increasingly debated in social media research where the online personal information is 
released via social networking data (Eysenbach & Till, 2001).  
6.2.2 Data management 
 The recruited forum website had a variety of forums about parenting from conception to 
children`s issues, but we only analysed content from one forum, which concentrated on post-
childbirth problems and covered women’s health problems. This forum had 332 posts related 
to post-childbirth health problems. The content of messages posted to this forum by women 
was imported into NVivo 12 (2018), a qualitative data analysis software program, for analysis. 
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Messages retrieved from March 2007 to March 2019 were used to catch a broad range of 
conversations. In the first step, 127 posts were analysed for evidence about physical and 
mental health problems shared by women as ‘posters’ (P). Of these there were 49 original 
posts, 21 threads (T) and 78 comments from ‘commenters’ (C) over the eight years. In this 
study a ‘poster’ was defined as a woman who posted the original thread, and ‘commenters’ 
as those women who responded to the original posts. 
As some original posts and comments consisted of multiple questions and comments, in 
total 63 advice solicitations and 270 comments to original posts were identified. This data was 
considered adequate for the study as previous studies have analysed different numbers of 
interactions from 120 message posts to 921 messages (Eichhorn, 2008; Porter & Ispa, 2013; 
Furkin, 2018). All quotes of posts are unaltered, with no corrections for grammar or spelling, 
but abbreviations are defined in brackets. 
6.2.3 Data analysis 
To answer the first question, all health problems which were shared by women seeking 
help were documented and quantitatively analysed using the NVivo 12 (2018) coding system. 
We used word clouds provided by NVivo 12 (2018). Word clouds are a tool to visually depict 
and interpret the findings: the more frequent the word use, the bolder the colour and larger 
the size. The table 1 shows the morbidities that were shared by women as motivation to seek 
help. 
 To answer the second question regarding the motivations of women posters (P) on the 
forum discussion board, the ‘typology of advice solicitation’ modified by Sillence (2103) was 
applied as a predefined categorisation. This typology originally derived from Goldsmith (2000, 
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p. 6) who evaluated oral advice interactions and identified six patterns of interaction. Sillence 
(2013) adopted this categorisation for her study which was focused on online breast cancer 
support group and applied five types of advice solicitation as an outcome of her analysis. This 
typology has been used successfully to analyse and categorise online interactions in areas as 
diverse as online breastfeeding advice, online support communities (Smedley & Coulson, 
2017; Furkin, 2018).  
To answer the third question, a qualitative thematic analysis approach was used (Braun & 
Clarke, 2006) to examine what support was given to the posters about their health problems 
post-childbirth. Thematic analysis is a ‘careful reading and re-reading of the data’ which allows 
identification of emerging themes and their categorisation (Fereday & Muir-Cochrane, 2006, 
p. 82). We followed the six steps of the approach described by Braun and Clarke (2006, p. 87) 
which consist of: ‘familiarizing yourself with your data; generating initial codes; searching for 
themes; reviewing themes; defining and naming themes, and producing the report’. The 
researchers read all extracted data to be familiar with the data and developed initial codes. 
The codes were then collapsed into themes. The final set of themes were checked and 
compared to the extracted texts and approved by the research team through discussion. 
Finally, the research team discussions, along with reflection on the study aims of the study 
and our previous studies helped us to interpret the themes and identify the overarching 
themes.  
6.2.4 Credibility  
The intercoder reliability or reproducibility across coders is a concern in qualitative content 
analysis (Campbell, Quincy, Osserman, & Pedersen, 2013). To have consistency in the coding 
process, one researcher codes all of the transcripts and these are double checked by the 
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researchers with the final set of codes agreed by the team (Burla et al., 2008), with 70% 
agreement in coding considered reliable (Frey, Botan, & Kreps, 2000). Credibility was ensured 
by the first author undertaking ‘…prolonged engagement, persistent observation, 
triangulation, negative case analysis, [and] referential adequacy’ (Hsieh & Shannon, 2005, p. 
1280). Peer debriefing was undertaken by all authors with the team looking for negative 
examples or data which did not fit the categories. This resulted in adjustments to the 
categories and provided a balance to the position of the first author who as a midwife and 
studied women’s post-childbirth health problems for a long time and had an unbiased view of 
the results.   
6.3 Results 
A total of 332 postings were collected and analysed from the forum. The results are 
presented in three sections answering the research questions. In addition, two overarching 
themes of appropriate and inappropriate normalisation that spanned both motivations and 
support were identified. We labelled these ‘postpartum adjustment’ and ‘the fallacy of 
normalcy’.  
6.3.1Which health problems were shared by women who seek help? 
 Women shared 17 health problems, which ranged from mental health problems like 
depression and anxiety to physical concerns like mastitis, uterine infection, constipation, 




Table 6.1 Physical and mental health problems shared by women 
Morbidities categorisation Morbidities reported by the 
initial posts  
(21 threads) 
N (%) 
How many commenters 
replied 
Urogenital problems  9 (40)  132 
Gastrointestinal problems 5 (23) 3 
Breastfeeding issues 1 (5) 3 
Obesity & weight loss  2 (9) 20 
Mood problems 5 (23) 132 
 
About 90% of the health problems were focused on pelvic issues. Figure 6.1 is a word cloud 
which shows the key health problems discussed with larger words representing more 
frequent use in the forums; bladder problems and incontinence being prominent. However, 
there was a key sub-forum focused on women’s pelvic issues which dominated this word 
cloud; therefore, we excluded the pelvic issues in the second word cloud which depicts the 
weighting of the other health problems, with depression, anxiety, sleep and fitness as key 
concerns for women (Figure 6. 2). 
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Figure 6.1 Physical and mental health problems shared by women 
 
Figure 6.2 Health problems excluding pelvic problems 
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6.3.2 What were the motivations in questions women posted on the forum discussion board?  
To answer the second question, we analysed the common themes in help-seeking of 
original posts using the ‘typology of advice solicitation’ modified by Sillence (2013). Each of 
the 63 original posts were allocated to one the following advice solicitation categories: 
request for opinion or information (48.85 %), problem disclosure (30.23 %), anyone in the 
same boat (13.95%), and request for advice (6.97%). Announcement of a plan of action has 
been excluded because no post fitted. 
6.3.2.1 Request for opinion or information 
About half of women requested an opinion or some information (48.85%). This category 
defines ‘questions such as ‘‘What do you think?’’ or ‘‘What do you think of X?’’ as a request 
to get information or opinion’ (Sillence, 2013, p. 481). Included in this category is any post 
where it is not clear whether the poster wanted someone to solve their problem or provide 
emotional support. 
This is demonstrated in the following quote where the poster asked about the difference 
between depression and postnatal depression by briefly explaining a past history of 
depression which shows she knew what depression was but could not distinguish it from 
postnatal depression:  
‘Im [I`m] just wondering what the difference is between depression and pnd [post-natal 
depression]? how can you tell the difference? I suffered Depression through high school 
and came of my meds just before I fell pregnant. My twins are 8 months old and Ive [I`ve] 
gone back to what I was like when I was in high school. The doctor put me back on my 
meds. I just feel like crap, but its got nothing to do with the babies. I can cope with them 
except when im [I`m] already feeling like crap and they are cranky. Everything in life, 
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besides being a mother and my babies, just feels like its crap. I just dont [don`t] know 
how the 2 are different’ (T5P). 
While the poster only asks for information about depression, she also provides a lot of 
detail about her personal situation which suggests she is struggling with ‘feeling like crap’. 
This was seen in many posts where a simple request for information was presented alongside 
disclosure of information about a difficult-sounding situation. 
6.3.2.2 Problem disclosure 
About one-third of the posters (30.23 %) revealed a problem. Definition of this category 
means that women did not directly ask a question about their problems but appear to be 
trying to vent their concerns. Analysis of the posts showed they were requesting ‘advice, 
sympathy, solidarity, etc’ (Sillence, 2013, p. 481), as seen in the following quote where the 
poster shows her frustration about her situation and is looking for women who identify with 
her situation. She asked for advice about how she could ‘juggle everything’: 
Hi, I am new here and hoping I can find some people who understand and that i can talk 
to. I work full time and have 2 kids, 1 and 3. I love my kids but hate my life the way it is 
and just don't see anyway for it to get better. How do i juggle everything? (T13P). 
It is ambiguous for the reader to know whether she needed information or to receive 
emotional support as the poster only disclosed her problem. This ambiguous approach to the 
original post was used by about one-third of women. 
6.3.2.3 Anyone in the same boat  
About 13.95% of the original posts were in this category, and asked if others were going 
through the same situation, or asked is ‘anyone in the same boat’ (Sillence, 2013, p. 481). 
The interactions in this category were concentrated only on pelvic issues and blood loss. In 
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one of the threads, for example, the poster declared her concerns about incontinence as a 
barrier to jumping on her trampoline and asked ‘Anyone else struggle with bladder 
problems’: 
‘Hi sorry if TMI [too much information] but my second bub is 10 months old! I'm ok with 
day to day stuff but can't jump on the trampoline with my 3 year old! I go to the toilet 
before I get on with her but have to weans [sic] heavy pad because it just keeps coming 
even tho ive [sic] just emptied my bladder I stayed very fit with my second pregnancy and 
did lots of pelvic floor etc! Feeling frustrated coz [sic] I love getting on the trampoline 
with my kids! Anyone else struggle with bladder problems??’ (T20P). 
It is surprising that the poster did not appear to have sought professional care for what is 
clearly a post-childbirth morbidity and instead had normalised her problem. However, she 
received replies that encouraged her to get appropriate professional health support to which 
she responded: 
‘Thanks! I'm going to see a Physio who specializes in pelvic floor problems! Will go back 
to my obstetrician if that doesn't work! Been doing exercises myself too! Hopefully I won't 
be wearing a nappy any time soon hehe!’ (T20P). 
 
In this case, commentator’ responses resulted in the poster seeking appropriate health 
care. 
6.3.2.4 Request for advice 
Request for advice accounted for 6.97% of original posts. According to Sillence (2013, p. 
481) advice solicitation consists of messages that contains these phrases: (a) ‘I need your 
advice’’; (b) What should I do?’’; and (c) ‘‘Should I do X?’. In this category, posters disclosed 
health problems and followed up with asking for direct advice.   
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This poster opened her post by explaining her leaking and asking, “What should I do?”:  
Overnight I woke twice to feed my 4 month old DS [Dear son] and both times my pj 
[pyjamas] pants were a bit wet and I could feel myself leaking a bit (sorry, I feel like this 
is TMI [too much information]). Is it possible to have incontinence 4 months after having 
a infant?? I had no problems when I was pregnant. What should I do?? I feel too 
embarrassed to tell anyone! (T11P). 
While this poster is not sure about the incontinence, it is clear in this original post she was 
looking for any advice about the incontinence and also that embarrassment was a barrier to 
disclosing her problem to others.  
6.3.3 What support is given to women who have posted questions about post-childbirth 
morbidities?  
A total of 270 comments were collected and analysed. Upon coding by content analysis 
and thematic analysis, we found the ‘peer support’ offered by commenters were emotional 
support (56.9%) followed by practical (22.7%) and informational support (20.4%). 
6.3.3.1 Emotional support 
The most common specific support given by the commenters was emotional support 
(56.9%, n= 125). In response to the posters’ descriptions of their problems faced during the 
12 months after childbirth, commenters showed their empathy, sympathy and 
encouragement. They tried to show that others experienced the same condition, so the 
posters were not alone. This commenter expressed her emotional support by providing 
explanations about how she managed her depression and confirmed ‘how hard the road can 
be’, and she also tried to provide a comprehensive picture of depression and solutions: 
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‘There are differences between PND [postnatal depression]and depression however they 
also share many similarities! PND usually starts a few days after birth or, interestingly in 
your case, many women relapse after 6 or so months of birth! Nobody can say for sure 
why women experience PND however having a history of depression, enviromental [sic] 
stressors (- such as attending to those two cherubs 24/7!) and hormone levels can be 
three good reasons. …Going back on your meds sounds like a good idea and look at it as 
a temporary thing until you get back on your feet. …. Because you are a mum, you are 
very precious to those babies who need you - so, please get help if you feel you can't 
manage - sometimes medication alone isn't enough. I too am a mum and suffered PND 
[postnatal depression]! How hard the road can be and I take my hat off to you as you 
have twins! - but these feelings will pass with help and time. Believe me. Be gentle on 
yourself too’ (T5C4). 
She correctly pointed out that postnatal depression and depression are the same and 
asked the poster to consider counselling support and be gentle with herself, and to ask for 
support from family and friends or any public services.  
Another commenter assured a poster with a query about incontinence that ‘there are lots 
more of us out here’ and encouraged her to make a contact with a specialist clinic. At the end, 
she emotionally supported the poster by recommending that ‘be strong and be grateful that 
you have this forum and people to give answers’. Interestingly many commenters believed 
that the previous generation suffered in silence but that discussion about incontinence is now 
accepted by the public:  
‘You are not alone. Remember that ad in the parent’s rooms that the Federal Government 
put out - one in three - well you are one of the one in three and there are lots more of us 
out here. My problems were very bad after DD1[dear daughter1] but have remarkably 
improved with each delivery but worsened during each pregnancy. Coughing, sneezing 
and vomiting are all danger points. There are indeed physios that specialise in the area 
but in the interim, Tena lady make a thin panty liner that will get you through the day in 
confidence. Keep the pelvic floor exercises going. I have thrown out the material that the 
hospital gave me after DS [dear son] was born but the hospital that you and i went to 
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now have a wellness clinic with people who specialise in this - and I am pretty sure that 
they have a general number you call to start off with. In the meantime - be strong and be 
grateful that you have this forum and people to give answers - previous generations had 
to suffer in silence’ (T19C5).  
Commenters confirmed that many women experienced physical and mental health 
problems. Furthermore, the commenter believed that new generation speak out their 
experienced problems and there are some potential supports in the society. 
6.3.3.2 Practical support  
Practical support was provided by about one-fourth of commenters (22.7%, n=50). This 
support was limited to physical health problems such as bladder issues and getting back into 
shape. Commenters suggested solutions like Kegel exercise or special pads for urinary 
incontinence or suggesting following an online group to lose weight. In Thread #9, in reply to 
the original poster asking for any opinion about losing weight, some suggestions like the 
following were provided by commenters:  
‘I’m currently on keto (high fat, low carb) and have managed to lose 7.5kg in 6 weeks with 
no real exercise except for a good walk once a week. It’s pretty easy to stick to and even 
DH [dear husband] is loving the food!’ (T9C4). 
In reply, unlike the others, this commenter reminded her about how breastfeeding could 
be affected by diet and proposed an easy way to lose weight when her child got older and 
less reliant on breastfeeding:  
‘If you are breastfeeding, I would suggest holding off on dieting for now - you will need 
to keep yourself well nourished so the infant doesn't deplete your nutrients. ie your 
breastmilk will always be fine, you need to eat well to keep yourself healthy. In terms of 
exercise, I found walking worked for me in the early days postpartum. I wasn't up for 
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much else. I did join a gym when my youngest was a bit older - 12 months? and got into 
cardio and weight bearing exercise then’ (T9C13). 
 Normalising the bladder issues was evident among commenter`s posts. However, they 
suggested some practical supports like Kegel exercises as the first option and then to seek 
professional help:  
‘Its [It is] perfectly normal. The stress of the birth/s cause the pelvic floor muscles to 
weaken. Normally doing your pelvic floor exercises will help. If not though id me [sic] 
making an appointment with your gp [General Practitioner] to see a gynaecologist. I have 
a first degree cystocele which is a slight movement on the bladder. Meaning it has moved 
slightly down in the pelvic cavity which is the early stages of a prolapse. Which causes 
incontinence. If you feel there is something not right about your situation (only you know 
your body) please head to a specialist. Its worth getting these things checked sooner 
rather than later as if they catch it at the early stages it can ge [sic] fixed easier’ (T20C2).  
In this case, even though the commenter normalised the bladder issue they suggested that 
if they listen to their body it helps them to distinguish abnormalities in the early stages.  
6.3.3.3 Informational support  
The third type of support provided by commenters was informational support (20.4% 
n=45). The commenters replied by offering advice, recommendations and information to 
assist with solving any physical and mental health problems raised by the original posters. In 
Thread #20, in reply to a poster who was seeking information on whether there were other 
ways to solve urinary incontinence apart from exercise:  
 ‘I had the same problem a couple of months after having my second. I spoke to my GP 
[General Practitioner] who referred me to a physiotherapist at the public hospital I 
birthed at and she was great. She assessed the strength of my pelvic floor and gave lots 
of suggestions to help strengthen it. There's a machine you can hire that sends an 
electrical pulse that tightens up the muscles, it's a bit strange to use but I definitely felt 
169 
results. If you make an appointment with your doctor they should be able to refer you to 
someone that can offer some more advice’ (T20C2). 
The commenter discussed her experience with her GP and explained the process of healing 
that she experienced and convinced the poster to seek professional help.  
6.3.4 Overarching theme: Appropriate and inappropriate normalisation of post-childbirth 
health problems 
Postpartum care in regard to maternal health problems is set by WHO (2015) as 
assessment of urinary incontinence, depression, postpartum bleeding and lochia by health 
care providers. A key finding from this study was ‘normalisation’ of health problems after 
childbirth. Reading through the online discussions among women, we extracted two 
subthemes related to the concept of normalisation. The first subtheme is ‘postpartum 
adjustment’ and the second is ‘the fallacy of normalcy’.  
 ‘Postpartum adjustment’ describes the process by which women perceive the discussed 
problems to be a normal part of adjustment after childbirth, and consequently normalise 
difficulties such as infant problems or managing motherhood roles, and tasks plus any 
physical and maternal mental health adjustment during the first six week after childbirth.  
However, our analysis revealed that most of the commenters tried to justify any maternal 
health problems as a normal process after childbirth during the first 12 months after 
childbirth. We called this ‘the fallacy of normalcy’, as any health problems that extend beyond 
the postpartum period of six weeks are not normal and need professional help.  
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6.3.5 ‘Postpartum adjustment’ 
‘Postpartum adjustment’ is proposed as the main reason for health problems in the first 
six weeks post-childbirth. Women reminded each other that during this period, they must 
adapt to a new role; their personal and social life have changed dramatically, with the priority 
being a focus on the infant`s needs, like breastfeeding. They give encouragement that 
adjustment to the demands and burden of motherhood gradually gets easier and women 
should get help from family and friends as well:  
 ‘I honestly feel that the first 6 weeks after having a infant are the most challenging weeks 
of your entire life. I think many people underestimate just how exhausting it actually can 
be. Your number 1 priority is you and bub. Housework etc is waaay down the bottom of 
the list. Get out of the house. Go for a walk around the block with bub. Go out for lunch. 
If you’re BF [breastfeeding] and not 100% comfortable feeding in public yet, choose 
places with good feeding/parents rooms or somewhere where you will feel comfortable 
feeding. Link in with a mothers [sic] group either through your local child health or find 
one online. Just having a reason to leave the house each week at a set time can make a 
world of difference. Talk to someone about how you’re feeling. Whether it’s your DP 
[dear parents]/DH [dear husband], your GP [General Practitioner] or even someone from 
Beyond Blue etc. If you are really struggling there is absolutely NO shame in asking for 
help’ (T21C6). 
Another commenter tried to encourage the poster that problems get better and ‘Hang in 
there’: 
‘… With both of mine I found the first 6 weeks was soooo bloody hard! Then it started to 
get easier as we all got into the swing of things, feeding and sleeping got better, smiles 
started to appear, and I was able to get out and about a bit more. Hang in there lovely, 
you can do this!’ (T21C21). 
Commenters also remind each other that physical and hormonal changes occur and their 
children`s problems are part of the motherhood adjustment as well. Importantly, their 
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comments reflected the struggle with the new role as a mother and how mothers must adapt 
and embrace their problems in this period and be kind to themselves:  
‘It definitely gets better! Those first few weeks of motherhood are hard!! It is a big 
adjustment, plus you are tired and have lots of hormones making things even harder. The 
feeding and changing etc is also at its most demanding. I would try and get out whenever 
you can. A little walk or a trip to a cafe makes a huge difference. Also, don't put too much 
pressure on yourself. Just do whatever you need to do to get through the first couple of 
months and then it does get a bit better. I personally love this article about the "fourth 
trimester". It was the most helpful thing anyone ever shared with me as a new parent 
and hope it helps you too: https://pregnantchicken.com/whatyou...bout-newborns/ ’ 
(T21C5). 
Another commenter clearly explained there is a new lifestyle after childbirth with a 
dramatic change in their role and showed their sympathy as they are not alone:  
 ‘I think there’s also a process of grieving the old life you had that’s now disappeared. i 
think there’s a lot of pressure to love your new role of mum instantly and 
unquestioningly, and that we’re supposed to be ok and even excited about the disposal 
of our old childless lives. it’s such a silly notion when you think about it, but we accept 
the model that’s presented to us as though it’s gospel and normal. it takes a while to 
adjust into any new role, and it takes a while to adjust to a new lifestyle and be upset 
about the lives we had that we no longer have. under any other circumstance, a new job, 
a move to a new city/state/country, etc, we would recognize hey, … go easy on yourself 
OP, becoming a mum is a rude shock to many. you are most definitely not alone xx’ 
(T21C29). 
Commenters convinced the posters to ignore the problems as part of postpartum 
adjustment and their attention shifted to the infant`s need and mother`s new role.  
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6.3.6 ‘The fallacy of normalcy ‘ 
In this subtheme posters and commenters discussed health problems which are not 
normal and may even require the intervention of professional health care providers to 
resolve. Some commenters normalised the problems and encouraged the posters to ignore 
these as part of a normal process after childbirth, but others, while agreeing the problem was 
normal, suggested seeking medical or family help.  
In one thread, the poster was asking for practical advice about the wetness and odour 
originating from her incontinence. Her description showed she had severe and continual 
urinary incontinence. The poster appeared to accept her problem as normal and instead of 
seeking professional help, she sought advice on products to hide the odour of her 
incontinence. Concerningly, most commenters seemed to agree that it is a normal condition 
and advised the poster on different products to resolve the wetness and odour, suggesting 
‘absorbent & fragranced’ incontinence products:  
‘I think some of them upset the natural Ph of the vagina-leaving you more susceptable 
[sic] to yeast infections and what not. The vagina is meant to be self cleaning. Having said 
that though i'm sure there would be nothing wrong with using some cleansing wipes or 
something-so long as you were just using it on the labia etc and not internally IYKWIM? 
Perhaps you could have a look and see if they make some wipes like the ones for babies 
but for intimate adult use. Something for sensitive skin/unfragranced perhaps? I'm pretty 
sure they make some special liners for incontinence that are a bit more absorbent & 
fragranced etc-to stop the wet patch problem’ (T21C2). 
One commenter replied by introducing a pad that she used to resolve her incontinence:  
I use the Tena lady incontinence pads - they are especially for urine leakage and 
incontinence so more absorbent. You can ask the company for free samples etc. They 
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aren't the only company that makes incontinence pads - they are located within the 
sanitary pad section as well (T21C9). 
A small proportion of women addressed it as normal incontinence but advised her to seek 
further help: 
Also just in regard to incontinence you can see a physio about it and they can help you 
with advice and exercises etc. I went to one at the hospital following the birth of my bub 
and I had incontinence issues as well and the physio helped! Try your hospital first since 
they will have contacts in that specialised area (T21C12). 
Another commenter experienced bowel incontinence for a long time and encouraged the 
poster to check the other potential problems as well. Interestingly the commenter introduced 
diet modification to manage anal fissure:  
‘Not as a rule...but if I hang on too long or bladder is too full and I cough, sneeze it can 
happen. I tend to put it down to old age  Jax, that is tough with the other department. 
Do you mind me saying, are you sure that is the only reason...I only say that cos I had 
issues for the last six months (TMI warning) like leaking a bit of mucus from the bowel 
every time I went to the loo to urinate and at other times had to clench my butt...turns 
out I had rather large growth (discovered and removed when I had a colonoscopy) I don't 
say this to make you worry, but to heed warnings when things aren't normal. Obiviously 
[sic] you know your body better than me, but this is my experience and as you say, its 
helpful to share. Anal fissures can be managed with diet and drinking lots of water so you 
don't get constipated Angike’ (T6C14). 
Some of the commenters think that urinary incontinence is normal but faecal incontinence 
is not and needs professional attention, like this poster: 
‘Urinary stress incontinence is completely normal during pregnancy and even after, but 
I'd be encouraging you to seek further medical advice if there is any faecal incontinence’ 
(T16C2). 
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While some of the commenters think that incontinence is normal some of the commenters 
considered exhaustion as ‘not normal’ and showed their sympathy, like this mum: 
‘I agree with the others - definitely doesn't sound normal!! But without knowing what 
your psychosocial disability is, it's hard to distinguish whether it's related to that or 
something else?? So sorry you're going through this’ (T15C8). 
 Some commenters reminded posters that bleeding, and fatigue are not a normal situation 
after birth and encouraged the others to get professional help: 
‘I echo everyone’s sentiments. What you’re describing doesn’t sound ‘normal’, especially 
fatigue/tiredness that is so severe you’re forgetting to go to the toilet/eat/drink etc. It 
may well be psychosomatic, but I would definitely be doing as others have suggested and 
getting full bloods done. I know that the thought of that (going to the Doctor etc) is 
probably hard, but it’s very worrisome what you’re describing, especially feeling 
everything is a ‘failure’. At least by getting a professional to see/hear/test you, you can 
find out what is really going on with your mind and body’ (T15C6). 
It was evident that ‘the fallacy of normalcy’ is found in online blogs both from posters and 
commenters, and while some of the commenters guided posters to ignore their problems as 
a normal process after birth, others recommended the poster get help from different health 
professionals.  
6.4 Discussion  
This study sought to provide a picture of women`s online interactions by analysing the 
discussion boards in a post-childbirth forum. 
In the current study, although women shared different health problems, pelvic issues, 
especially incontinence and prolapse, followed by mental health problems were the key 
health issues motivating women to post on the online forum. This is consistent with our 
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previous systematic review (Rouhi et al., 2019) which showed that pelvic issues and 
depression are the most researched area, which could be related to healthcare providers 
concentrating more on mood disorders and incontinence problems than other health issues. 
Recent studies highlight that women are now more informed about pelvic problems and 
depression (Alderdice et al., 2013; Rouhi et al., 2019). While this fairly narrow range of health 
problems were found in the online forum our previous concept mapping study showed 
women have a much broader perception of healthcare needs after birth which include fitness 
and social connection (Rouhi et al., 2019). 
To answer the second question, we analysed the common themes in help-seeking of 
original posts by the “typology of advice solicitation” modified by Sillence (2013). Consistent 
with other studies, our findings have shown that new mothers often use the online 
environment to get information support for their infants’ problems or themselves through 
social networking (Walker et al., 2011; Sillence, 2013; Jang et al., 2015; Nolan et al., 2015; 
Guerra-Reyes et al., 2016; Furkin, 2018; Alianmoghaddam et al., 2019; Wagg et al., 2019). 
Motherhood is a challenging time for women and studies show that they struggle to cope 
with the stress and demands during this time especially for breastfeeding (Gibson & Hanson., 
2013; Parry et al., 2013; Lupton et al., 2016; Alianmoghaddam et al., 2019). Prenatal care 
equips women for labour and delivery topics but does not prepare them for post-childbirth 
problems (Guerra-Reyes et al., 2016; Valtchanov et al., 2017; Rouhi et al., 2019).  
‘What support is given to mothers who have posted questions about post-childbirth 
morbidities?’ was the third question. In the online setting peer support was prominent among 
women to resolve their anxiety and uncertainties about infant care and breastfeeding 
concerns where family and friends could not help them to cope with these ambiguities 
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(Strange et al., 2014; Alianmoghaddam et al., 2019; Rouhi et al., 2019). The online forum 
assisted them to share concerns with other mothers who have the same problems during the 
transition of motherhood and make ‘unique bonds’ in a mutuality of endorsement, sympathy 
and responsiveness (Nolan et al., 2012, p. 180). Furthermore, reading other posts about their 
post-childbirth challenges helped them to compare their problems and gave them a feeling 
of comfort (Doty & Dworkin, 2014). 
In our study, while most of the posters asked informational support, surprisingly most of 
the peer support given was emotional support as women shared their stories and emphasised 
to posters that they were not alone (Doty & Dworkin, 2014). A critical review by Doty and 
Dworkin (2014) to assess online social support for parents, confirmed that there is unclear 
meaning for emotional support among parents, but the most prevalent meanings were 
‘overcoming isolation, sharing experiences, building self-esteem, and empathizing’ (p.185).  
This inconsistency between asking for information by posters and replying with emotional 
support by commenters may be explained by the theory of optimal matching described by 
Cutrona and Suhr (1992). They proposed two types of support: action-facilitating support and 
nurturant support. Action-facilitating support assists people by providing informational and 
tangible support, while nurturant support provides emotional, network and esteem support. 
In our study, most of the commenters provided emotional support by offering empathy or 
sympathy and did not necessarily propose solutions to the problems. Cutrona and Suhr (1992) 
proposed that when people are in stressful situations that cannot be controlled, emotional 
support is adopted to help eliminate the stress. In the context of post-childbirth problems, 
we believe that women recognise post-childbirth health problems as stressful events so 
emotional support is proposed as the first nurturant support.  
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6.4.1 Postpartum adjustment and the fallacy of normalcy 
In the current study, postpartum adjustment and normalisation of women’s health 
problems after childbirth are proposed as the key framing of health problems. Because the 
first six weeks post-childbirth is widely recognised as postpartum adjustment time when 
women return to a nonpregnant state, (WHO, 2015) issues outside this period are not well 
supported by health care services.  
 ‘Normalisation’ of post-childbirth health problems emerged as a key finding during the 
analysis. The term ‘normalisation’ comes from Bank-Mikkelsen who worked with people 
with mental problems (Wolfensberger et al., 1972).  Robinson (1993) later assessed this 
concept among people living with a chronic condition. She showed this group of people 
attempt to have a normal life with a chronic health condition by “covering up” their 
symptoms. This conceptualisation has been used in the area of post-childbirth maternal 
morbidities in our previous study and is a dominant issue among families that often 
conceals health problems after childbirth (Rouhi et al., 2019).  
In this study, we adopted the term ‘the fallacy of normalcy’ conceptualised on the 
women`s perception of their health problems after childbirth. Our previous study (Rouhi et 
al., 2019) showed women often think that health problems after childbirth are part of the 
normal process after childbirth, which will resolve on their own without the need to seek 
help. ‘The fallacy of normalcy’ hinders women from seeking professional help and family 
and friends contribute to this, often convincing women it is normal even to have mental 
health or pelvic problems (Wuytack et al., 2015).            
Among women who selected online forums as a source of getting help and support, the 
online setting, where women are able to read others’ posts and comments, they compare 
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their problems with others and this provides them with another way to normalise their 
problems (Gibson & Hanson., 2013; Doty & Dworkin, 2014).  
For post childbirth health problems, the six weeks after childbirth is recognised as a 
recovery period, and many women think that all morbidities in this period are a normal part 
of postpartum adjustment. This study sought to provide a picture of women`s online 
interactions by analysing the discussion boards in a post-childbirth forum. 
Online forums, by providing anonymity, privacy, lack of embarrassment, support, and 
appropriate normalisation, help women to access to information globally (Schoenebeck, 
2013; Kauer et al., 2014; Furkin, 2018). But consistent with the current research, women 
also give unauthorised medical advice to each other (Coulson & Greenwood, 2012; Slomian 
et al., 2017). It is unknown how many of these women act according to the suggestions they 
receive, but there is no doubt that the post-childbirth period is a stressful time for women 
and to cope with this period women need to search for information about their concerns.  
The internet is the most used source of information to manage health problems (Doty & 
Dworkin, 2014; Slomian et al., 2017), and the credibility of the information shared by 
women raises important questions within online support groups (Esquivel et al. 2006), The 
accuracy of exchanged information needs further investigation (Coulson & Greenwood, 
2012).  
6.5 Conclusion 
The result of this study demonstrates that online sharing of post-childbirth concerns is 
prevalent among women. Post-childbirth women have a desire to get information and will 
seek this online. The women seek help by asking for online support for their health problems. 
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In this vein, women have access to informal information and independently decide about their 
health problems in an online setting. It is important to direct women to high-quality health 
information to answer their post childbirth health concerns in addition to accessing peer 
emotional support through online forums.  
6.6 Implications for Practice 
We recommend that to ensure reliable online information, healthcare providers should 
provide websites with content that is monitored by professionals in this area and be able to 
reply to questions promptly. The design of the websites should be provided in multiple 
languages to address community needs. Women should be prepared during their pregnancy 
for inevitable health problems and be reminded by healthcare workers about what is normal 
or abnormal to meet the mothers’ needs post-childbirth. 
6.7 Strengths and Limitations 
The result of this study clearly showed that women use online forums as a source of 
information and becoming more popular among women. This study only looked at one 
particular Australian public forum, and other forums and private online groups may have 
highlighted different results. Our results were restricted to Australian women who 
communicate in English and are computer literate, therefore it is unknown what concerns 
are held by those who are unfamiliar with English or using a computer.  
6.8 Ethical statement 
This study has been approved by the Tasmanian Social Sciences Human Research Ethics 
Committee H0017619 24 August 2018. See Appendix (X) 
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6.9 Chapter summary 
In this study the key finding was the ‘normalisation’ (not always appropriate) of post-
childbirth problems. Indeed, women by sharing their experiences, validate health problems 
after childbirth as normal. As feminist pragmatism confirms that our knowledge has been 
shaped by different viewpoints, consequently women accept normalisation of health 
problems as it has been approved by family and friends and healthcare providers. For those 
women who are concerned about their privacy, online forums provide a safe and secure 




Chapter 7: Discussion 
This study assessed maternal morbidities and women’s help-seeking behaviour during the 
first 12 months post-childbirth, and aimed to assess key influences on that behaviour. 
Feminist pragmatism served as the guiding philosophical paradigm for this study because 
women were at the centre of the subject, and because pragmatism argues that the research 
problem rather than methodology takes precedence; any research question can be addressed 
by a method or combination of methods that finds the best answer to the question. The 
pragmatist approach helped this study to gather different types of information related to 
help-seeking behaviour among women in its three separate but related phases. In pragmatist 
philosophy, pluralism facilitates understanding of multiple experiential viewpoints, and 
feminism also shaped the woman-centred framework of this study. This study gathered its 
data using a participatory research approach. This was justified by the fact that women’s 
needs, and perceptions have been largely absent from the existing literature, as Chapter 2 
revealed.  
In Chapter 3, the flow of the three research phases was set out. In phase one, a 
systematic review sought knowledge about women’s perceptions of the barriers and 
facilitators they experience in seeking help from health professionals. Phase two employed 
a concept mapping method as a manifestation of pure participatory research to investigate 
the health problems that women felt required help and their subsequent help-seeking 
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behaviour. Finally, the third phase examined women’s motivations to seek help and peer 
support online, using content analysis to assess text exchanged in forum posts.  
The results of three phases showed that most postpartum health problems are 
normalised, either appropriately or inappropriately. In phase one, we identified a model 
with which to identify the key influences on women’s help-seeking behaviour as ‘layers’ 
around women’s help-seeking (see Figure 4.4, above). 
In phase two, it became apparent that normalisation can act as a filter between these 
layers: from women’s own perceived needs, through communication with family and 
friends, to the social view of health problems as normal (also seen in health professionals’ 
interactions with women), resulting in limited help-seeking behaviour.  
In phase three, a key finding from this study was the ‘fallacy of normalcy’ of post-
childbirth problems among women also occurred on online forums, where anonymity helps 
women to discuss their health freely.  
This chapter provides a synthesis and discussion of the findings from the three phases, 
outlining how they met the research aim: to identify the key influences on women’s help-
seeking in the 12 months post-childbirth.  
7.1 Key findings 
This study had several key findings. First, the systematic qualitative meta-aggregation 
review provided three synthesis statements: perceived need to seek help; interpersonal 
communication; and how society views post-childbirth problems. It highlighted that women 
often did not seek help because they accepted their problems as a part of the motherhood 
role, or because they feared being judged negatively by others. Instead, women tended to 
share their issues with family and friends as trusted persons, which at times could result in 
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them receiving poor advice. Apart from perceptions of normality or feelings of 
embarrassment, there were several other barriers to women seeking professional care. Low 
health literacy was such a barrier, as was lack of access (including limited financial resources 
and lack of relevant health services) to proper care. A woman’s cultural context, too, was an 
essential influence on whether or not she sought help.  
Second, from the concept mapping study of health problems and subsequent help-seeking 
behaviour, participants identified six categories of help-seeking. These were synthesised into 
three key domains: health issues and care; support; and fitness. Despite being directly asked, 
about two thirds of our respondents did not report experiencing any health problems. The 
findings showed that women had a broad perception of their health care needs, which 
included general support and fitness. These results suggest that women who do not have 
good and well-informed social support could experience difficulty in accessing services for 
post-childbirth problems. 
Third, the content and thematic analysis of the online discussion groups revealed that 
pelvic problems and mental health concerns were the most commonly raised topics. The key 
motivation for seeking online help – identified using Sillence’s (2013) typology of advice 
solicitation – was ‘request for opinion or information’ (48.85 per cent). Most of the peer 
support pertained to ‘emotional support’ (56.9 per cent). A key finding was the 
‘normalisation’ (not always appropriate) of post-childbirth problems. Normalising post-
childbirth experiences can be supportive, but if ill-informed normalisation may act as a barrier 
to women accessing safe and reliable health care. 
This study was underpinned by a modified version of the BMHSU (Behavioural Model of 
Health Service Use) to present the key influences on women’s help-seeking in the 12 months 
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post-childbirth, which included two domains: normalisation of most problems, either 
appropriately or inappropriately; and reduced professional help-seeking. Additionally, these 
results enabled the development of a new conceptual model for understanding the key 
influences on women’s help-seeking for maternal morbidities (see Figure 7.1, below). The 
model developed from this study places women’s perception of seeking help as the first step. 
After this, the next step is women sharing their health problems with family and friends. 
Finally, those women who were encouraged by trusted persons share their health problems 
with health care providers. Findings from each of the three data chapters (Chapters 4 to 6) 
highlighted ‘normalisation’ as a key concept influencing women’s help-seeking. Our findings 
show that normalisation comes from women, trusted persons, and from society more broadly 
– all three of the identified key influences on women’s help-seeking.  
In the context of maternal help-seeking after childbirth, if women’s felt need changed to 
an expressed need, then they mostly sought help from trusted persons, or, in the case of 
embarrassing problems, complete strangers online. The three phases of this study showed 
that, by confirming the normalisation of health problems after childbirth, family, friends and 
other women only encourage small numbers of women to seek professional help. For those 
women who selected professional help as a last resort, the prior normalisation of their health 
problems was sometimes confirmed by health care providers. This pattern was visible in all 
three phases of this study. Imagine a funnel: the narrow end represents the number of 
women who seek appropriate professional help, and the broad end the process of 





Figure 7.1 Conceptual model of key influences on women's help-seeking for maternal 
morbidities 
 
7.2 Normalisation of post-childbirth health problems 
In this study, the process of normalisation was found to be a common reason to overlook 
or accept post-childbirth health problems among family and friends, health care providers, 
on online forums, and among women themselves (see Figure 7.1, above). All three phases 
highlighted the role of normalisation. 
In phase one, the systematic review (Chapter 4), the literature supported this explanation 
of top-to-bottom normalisation, as women and their families were noted to ignore, normalise 
or minimise health problems after childbirth. Twelve findings from five studies identified that 








category 1: women who do not seek help because they have accepted their problems as a 
part of the motherhood role. Eight findings from four studies confirmed a second category: 
lack of health knowledge about post-childbirth problems causing women not to seek help. 
These two categories led to the first synthesis statement: ‘perceived need to seek help’. The 
findings of this study add to the literature on normalisation of health problems (see, for 
example, Scrandis, 2005; Rudman & Waldenström, 2007; Chew-Graham et al., 2008; 
Goodman & Santangelo, 2011).  
The normalisation of maternal health problems post-childbirth was also evidenced by the 
results of the second phase, the concept mapping study. In cluster 3, chat support, women 
confirmed the normalisation of their health problems. As disscused in Chapter 3, 
methodology, concept mapping was introduced as a pure participatory method in which 
researchers do not have any power, ceding it instead to the participants. Thus, the findings of 
this study depict women’s views of their post-childbirth concerns, rather than the 
researchers’.  
In the third phase, a content analysis of women’s disscusion also confirmed normalisation 
of health problems. In this phase, women freely and anonymously asked their questions 
about their health problems on online forums. The content of their discussions showed that 
women normalised health problems inappropriately, even when they may have required 
professional intervention to resolve. Some commenters normalised the problems and 
encouraged the posters to ignore them as expected parts of the process after childbirth, but 
others, while agreeing the problem was normal, suggested seeking medical or family help. 
This phase showed that ‘normalisation’ must be considered in combination with ‘the fallacy 
of normalcy’, which hinders women from seeking help for their health problems, and 
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encouraged them to rationalise that the problems would resolve on their own. Family and 
friends contribute to this ‘fallacy of normalcy’, often convincing women their problems are 
nothing out of the ordinary.  
This study adopted feminist pragmatism to help explain why the normalisation of health 
problems after childbirth dominates women’s help-seeking behaviour. The views of women, 
their family and friends and health care providers all closely adhere to ‘the fallacy of 
normalcy’. However, family and friends were successful when they encouraged women to 
seek professional help, and when women do seek professional help the availability and source 
of that help is important. But some health care providers contribute to ‘the fallacy of 
normalcy’, again decreasing the number of women who can readily access quality care.  
The normalisation of health problems post-childbirth is summarised by the proposed 
conceptual model of the key influences on women’s help-seeking for maternal morbidities 
(see Figure. 7.1, above). Evidence suggests that many women initially ignore their health 
problems, as they consider them to be a normal part of the process after childbirth (see Sword 
et al., 2008; Wagg, 2010; Buurman & Lagro-Janssen, 2013; Wagg, Kendall, & Bunn, 2017). 
Phase three confirmed that one of the health problems most commonly shared by women 
was urinary incontinence. Their discussions showed normalisation of health problems – 
indeed, ‘the fallacy of normalcy’ was evident. An Integrative literature review by Koch (2006) 
to assess help-seeking behaviour for UI symptoms among women of all ages showed that 
fewer than 38 per cent sought help for their symptoms, and that women normalised their 
problems as a part of aging or childbirth. 
This study showed that women’s perception of their health problems after childbirth is an 
important factor in the normalisation of their problems (Rouhi et al., 2019). In the systematic 
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review, Chapter 4, it was seen that when women attributed their symptoms to the normal 
process after childbirth, they did not seek help from family and friends. As one mother in a 
study by Buurman and Lagro-Janssen (2013, p. 410) who said: “No, I didn’t call in medical help 
because my relatives, especially my mum and my gran, said that it would just pass off. So I 
was like if my mum and my gran say so, it’ll be all right’’ (28 years, uncomplicated home 
delivery, second child). In the mid-1970s, Rubin (1975) demonstrated that beyond the 
motherhood myth there are women who are neglected. In the 1980s, some studies paid 
attention to women’s health after childbirth, and results showed that recovery after childbirth 
takes longer than the traditionally accepted six weeks (Field et al., 1983). This finding has been 
supported by later studies (see, for example, Sword et al., 2008; Wagg, 2010; Wagg et al., 
2017).  
The second bubble in Figure 7.1, above, represents those women who did realise their 
problem was a health problem, and whose felt need changed to expressed need (Bradshaw, 
1972). However, family and friends, as the next source of help, often confirmed women’s own 
normalisation of their experiences. Take, for example, this woman’s statement in Sword et al. 
(2008, p. 1167):  
I had called my mom to tell her like I’m not feeling and I was crying and stuff, she just like 
brushed it off… And I’m like, no, this is really bad, like I don’t feel like myself. And she 
said, well, you’ll get used to it.  
In the content analysis of online discussions (phase three, Chapter 6), women confirmed 
that the normalisation of their health problems after childbirth by family and friends had 
resulted in their not seeking professional help. Normalisation is a logical explanation for this 
choice not to get further help (Sword et al., 2008; Wagg, 2010; Rouhi et al., 2019).  
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The third bubble in Figure 7.1, above, represents society’s views about post-childbirth 
health problems, and their effect on women encouraged by trusted persons to seek 
professional medical help. This includes normative needs, for which healthcare providers are 
able to either normalise the post-childbirth health problems or provide treatment according 
to accepted practices. Thirty-five findings were synthesised into three categories dealing with 
how health services did not support women after childbirth to seek help: post-childbirth care 
being difficult to access or not addressing their problems; fear of being judged; and cultural 
context. The systematic review, Chapter 4, confirmed that society does not support 
postpartum women, and also identified that healthcare providers try to make a logical picture 
of women’s health problems by normalising them, as this statement from Wuytack et al. 
(2015, p. 10) exemplifies: “When I went to the 2-week and 6-week check, the doctor never 
asked me; he just said, ‘How was I?’ And I said I was fine, I didn’t say anything. It was all about 
my baby.” 
In the early ‘80s, Field et al. (1983) assessed women after childbirth and noticed that many 
experience physical and mental health problems, and that their needs were not being met by 
health care providers. Indeed, most of the literature has focused on normative needs (see, 
for example, Chew-Graham et al., 2008; Widarsson et al., 2012; Brodribb et al., 2013; 
Agapidaki et al., 2014; Borglin et al., 2015), and less on women’s felt needs (Bailey, 2010). 
Health services did not appear to be well designed for women’s post-childbirth health needs, 
reflecting a lack of societal support for women during this period in their lives. 
The findings of the concept mapping study showed that all clusters apart from ‘mental 
health consultation’ had closely matched perceptions of the prevalence of an issue and the 
likelihood of help-seeking advice. Women also rated the importance of mental health 
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consultations higher than their availability – in other words, demand outstripped supply. This 
might indicate recognition of the barriers for women in accessing mental health services, 
including accessibility, physical proximity, stigma (Bell et al., 2016), lack of knowledge about 
the symptoms of mental health conditions (Sword et al., 2008), cultural and religious matters 
(Wittkowski et al., 2012), and lack of knowledge on the part of health care professionals 
(Rouhi et al., 2019). These factors drove women to seek help from online forums, where they 
found an anonymous and non-judgemental environment (Chapter 6) – though normalisation 
of post-childbirth health problems occurred online as well. 
7.2.1 How normalisation influenced perception of illness 
This study found that women’s perception of illness was shaped by their help-seeking for 
post-childbirth health problems. As Calnan (1987) explained, the concept of health and illness 
differs from person to person, though women traditionally learn that health problems 
following childbirth are not to be regarded as illness. Further, according to the BMHSU, social 
characteristics such as level of education, age, and culture, and matters such as attitude and 
knowledge about health also influence the perception of health and illness (Andersen et al., 
2011). 
The results of all three phases showed that women conceptualised their health problems 
as a normal process of childbirth, and consequently did not take any action to resolve them. 
The results of the systematic review, Chapter 4, showed that most women are reluctant to 
discuss health problems after childbirth, and felt that their symptoms should be tolerated as 
part of childbirth. Other studies have also provided evidence that women consider pregnancy 
and childbirth to be natural phenomena (Mercer, 2004; Buurman & Lagro-Janssen, 2013; 
Sagayadevan et al., 2015), that women experience dramatic physical and mental changes 
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during this period, and that women are informed about these changes by their health care 
providers (Mercer, 2004; Buurman & Lagro-Janssen, 2013; Sagayadevan et al., 2015). Song et 
al. (2014) found that because women experience dramatic changes during pregnancy, they 
believe that the post-childbirth period is the end of pregnancy’s hormonal and physical 
changes. Wagg (2010) also found that women are less likely to seek help for incontinence, for 
example, because of lack of knowledge about the problem. The present study places this 
normalisation at the centre of women’s help-seeking or lack of it.  
7.3 Interpersonal communication: The role of family and friends in seeking help 
The conceptual model of the key influences on women’s help-seeking for maternal 
morbidities considers ‘interpersonal communication’ to be the next step after women feel 
personal need for assistance. Interpersonal communication in the context of a relationship 
with trusted persons is women’s preferred strategy for dealing with post-childbirth 
morbidities and seeking help. This finding emerged from the systematic review (Chapter 4) 
and pattern matching (Chapter 5), where ‘support from family and friends’ were women’s 
top-rated clusters. It is worth reiterating that the findings of this study, supported by feminist 
theory, emphasised that trusted persons also participate in normalising postpartum 
problems.  
A long history of research has shown that family and friends are an important source of 
help for women experiencing health problems, beginning with seminal studies such as that 
by Guillot (1964). Later, McIntosh (1993) highlighted the role of family and friends in help-
seeking by women with depression. In McIntosh’s study, families expected that women share 
their problems only with family. Once women decide they require intervention, informal 
support by family and friends becomes the most important factor encouraging or impeding 
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their seeking of professional help (O'Mahen & Flynn, 2008; Scrandis, 2005; Fonseca & 
Canavarro, 2017). O'Mahen and Flynn (2008) studied the behaviour of women who were 
likely depressed, as measured by the Edinburgh Postnatal Depression Scale (EPDS), during the 
perinatal period. For these women, family and friends were the first source of support. 
According to Jacobs (2017), postpartum women in Canada eschewed professional help for 
pelvic floor problems because their relatives normalised them. Fisher (2005), by drawing a 
community picture of help-seeking behaviour among rural women experiencing post-
childbirth depression, confirmed that family and friends influenced women to make their 
decision by providing informal support. The importance of social networks of family and 
friends has been proven among the general population, as well, including for young athletes, 
for example (Gulliver, Griffiths, & Christensen, 2012). 
 Overall, it is clear that interpersonal communication with others mostly acted to normalise 
health problems after childbirth; however, positive interpersonal connections between 
women and surrounding people did sometimes encourage women to seek help.  
7.4 Community views on post-childbirth health problems 
The feminist approach reveals that normalisation of health problems after childbirth is 
common. The third stage of women’s help-seeking is affected by how their community views 
postpartum health problems. These beliefs derive from community values and culture related 
to seeking help, and thus can also influence evaluated need. The effect of women’s cultural 
context will be discussed in the next section, followed by normative needs, and the process 
of socialising health problems online.  
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7.4.1 Cultural context and post-childbirth help-seeking  
In the systematic review (Chapter 4), women’s cultural context was revealed as an 
essential factor in whether or how they sought help. The review showed that culture is firmly 
embedded in the context of maternal morbidities and women’s help-seeking. Allen (2018), in 
her book The Power of Feminist Theory, defined culture as the combining of internalisation 
and social practices into habits. Culture is “long-abandoned” and settled topic among scholars 
(Small, Harding, & Lamont, 2010, p. 6); it is defined as the ‘‘values, beliefs, attitudes, and 
practices’’ among a group of people (Lee & Brann, 2015, p. 476). Cultures in which shame, 
fear of stigma, and taboo abound push women to conceal their health problems (Li, Low, & 
Lee, 2007). In the systematic review, one category of cultural effect concerned women 
reporting that they were too embarrassed to discuss their health problems openly, even with 
their partner (Macarthur et al., 1991; Glazener et al., 1995; Mason et al., 1999; Herron-Marx 
et al., 2007). Cultural norms also create strong barriers, such as when a culture bars women 
from talking about their mental health issues, or does not encourage them to engage with 
their thoughts and feelings (Wittkowski et al., 2012). 
Further, in the case of women’s health problems after childbirth, culture is one of the 
factors in determining what is considered an ‘normal’ or an ‘illness’. As has previously been 
established, the concepts of ‘health’ and ‘illness’ are different among different people 
(Calnan, 1987). Also, culture informs how women experience illness, and how they 
communicate to seek help.  
One of the categories extracted from the systematic review was ‘feeling of shame’. Some 
women felt that openly discussing urogenital problems was ‘taboo’ and embarrassing, 
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eliciting shame (Buurman & Lagro-Janssen, 2013). This also applied to symptoms of mental 
illness (Sword et al., 2008).  
A lack of formal care can lead to self-care through religious practices as sources of strength, 
comfort, and healing. For example, religion and prayer have been introduced as a strategy to 
manage postpartum depression among low-income ethnic minority mothers in the United 
States (Abrams et al., 2009). However, women’s religious and cultural practices do not 
encourage them to engage with their thoughts and feelings (Wittkowski et al., 2012) 
 Some cultural norms ban women from talking about their physical problems, especially 
urogenital (Wagg et al., 2017) and mental health problems (Klainin & Arthur, 2009), carrying 
connotations of shame, embarrassment and stigma. It is not surprising, then, that culturally 
informed shame and embarrassment can work to discourage women from disclosing their 
health problems (Bina, 2014). If a society looks at mental health problems such as depression 
as resulting from a lack of belief in God, women will hide their problems (Amankwaa, 2003).  
A general concern about stigma associated with mental health disorders hinders women 
from talking about them (Goyal et al., 2015). Sometimes, the stigma of being seen as a bad 
mother is heavier than of being labelled ‘depressed’ (Bilszta et al., 2010). As a result, being in 
denial about postpartum morbidities explains refusal of treatment and feeling ashamed 
(Chan, Williamson, & McCutcheon, 2009).  
In the systematic review (Chapter 4), the majority of women in the included studies were 
ashamed of their pelvic floor problems – a comorbidity also highlighted by women in their 
online discussions (see Chapter 6). Feelings of shame inhibited many women from seeking 
help. They talked about their problems with a select number of people, usually their partner, 
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female relatives and some close female friends. They preferred to discuss their problems with 
‘initiates’, that is, women who had given birth themselves. Pelvic floor problems were, for 
most women, still a taboo. The women were afraid of admitting they had pelvic floor 
problems because, in their culture, these are associated with being dirty and old (Buurman & 
Lagro-Janssen, 2013) and therefore no longer capable of carrying out the ‘natural’ female role 
of motherhood (Aston, 2002). The feeling of shame has been reported by women as a reason 
for not taking any action to resolve their urinary incontinence (Lepire & Hatem, 2007).  
A number of women within the study had not felt comfortable enough to discuss their 
problems with their partners or family members because of embarrassment, causing a 
number of women to feel isolated with their morbidity. Based on the systematic review, 
women are often reluctant to discuss their health problems after childbirth, which has 
resulted in a limited body of literature regarding women’s post-birth experiences.  
7.4.2 Normative needs 
According to the present study, women sought help from health care providers when their 
needs went unmet by family and friends, or when they were encouraged to do so by people 
around them. According to Bradshaw’s (1972) Taxonomy of Needs, normative need is defined 
by experts, such as policymakers and health professionals, and usually results in services being 
designed to care for people in society. Normative need can be affected by difficulties in 
defining need, and by conflict among experts. Felt need and normative need are different 
(Bradshaw, 1972), and this is supported by the findings of other studies in which postpartum 
women were not satisfied with their care (Ellberg et al., 2010; Fahey & Shenassa, 2013). Care 
is often dominated by normative need – in other words, by what health professionals perceive 
as need (Bailey, 2010). 
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Health care providers assess women on the basis of normative need according to pre-
defined models of postpartum care. These models are limited to mental health and urinary 
incontinence during the six to eight weeks following childbirth, and otherwise prioritise the 
infant’s care (WHO, 2015). Current health services do not have any follow-up plan after the 
six-week check for the rest of the 12 months after childbirth (WHO, 2013b). This could be a 
problem, as women need different information depending on the timing of their post-
childbirth visits (Beake et al., 2010). During the first weeks, most women need information 
about lactation or dealing with settling into a new situation (Beake et al., 2010). There is a 
dearth of understanding about the information women need after this early post-childbirth 
period, however.  
The systematic review (Chapter 4) and the content analysis of women’s online help-
seeking behaviours (Chapter 6) showed that pelvic issues and depression were the most 
common health problems women were concerned about. This is consistent with the WHO’s 
(1998) practical guidelines on caring for women after birth. Although the WHO has updated 
the postpartum care guidelines several times since 1998, the content of care still focuses on 
depression and urinary incontinence (WHO, 2015). This emphasis leads to women, and even 
health care providers, not considering other post-childbirth maternal morbidities (Gutiérrez, 
2019; Meaney et al., 2016; Rouhi et al., 2019). 
The concept mapping (Chapter 5) confirmed that the needs of women who chose to share 
their problems with healthcare providers after childbirth had been neglected because of a 
shift in focus to their infant’s needs (Maher & Souter, 2006; Fahey & Shenassa, 2013; Meaney 
et al., 2016). It is evident that women’s felt need has been ignored by healthcare providers; 
consequently, women think that their health problems are a normal part of childbirth, and 
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thus they do not actively seek help for themselves. Women seem to feel that if the problems 
they experience were important, they would be addressed by health care providers. This 
concerning issue manifested itself in women being dissatisfied with postpartum care 
compared to prenatal care; the content of postpartum care has been determined by health 
care professionals, and women’s felt need for more support and information has been 
ignored (Bailey, 2010). It is therefore essential to understand the thoughts and feelings of 
women to achieve comprehensive care through the development of health practices that 
appreciate women’s needs without underestimating the attention due to the infant (Correa 
et al., 2014). Post-childbirth health visits should be re-balanced towards the needs of women 
(Fahey & Shenassa, 2013).  
One of the categories identified in the systematic review (Chapter 4) was lack of health 
literacy among women, trusted persons, and health care providers about maternal 
morbidities (Khalaf et al., 2009; McCauley et al., 2011). Women found this frustrating, and 
their partners often knew nothing about what was going on during and after childbirth 
(Meaney et al., 2016). Women must be prepared for these problems, as women’s concerns 
during the post-childbirth are different from health care providers’: health care providers are 
mainly looking to find any symptoms of infection and bleeding, so their focus is on medical 
rather than biopsychosocial matters, while women’s concerns were primarily fatigue and 
emotional problems (Tully, Stuebe, & Verbiest, 2017). An Australian study by Cooklin et al. 
(2018) on the first eight weeks post-childbirth showed that a large percentage of women 
struggle with various mental and physical health problems. However, depression and pelvic 
issues were the main problems to receive health professionals’ attention. 
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7.4.3 Socialising health problems in online forums 
The ideal of the ‘good mother’ and judgment by women about whether they are 
considered good mothers makes the period after birth a challenging time for many women. 
For those women who cannot share their health problems with trusted persons, online 
forums are the best option to seek help, as the findings in phase 3 (Chapter 6) indicate. In the 
online setting, where women are able to read others’ posts and comments, they compare 
their problems, and this provides women with another way to normalise their experiences 
(Gibson & Hanson., 2013; Doty & Dworkin, 2014). These results are consistent with other 
studies that have found that women feel inadequately prepared for the postpartum period. 
However, adequate preparation requires that patients have a more comprehensive 
description of what they might encounter physically and emotionally postpartum (Martin et 
al., 2014).  
Online forums, by providing anonymity, privacy, lack of embarrassment, support, and 
appropriate normalisation help women to access to information globally; (Schoenebeck., 
2013; Kauer et al., 2014; Furkin, 2018). Women also give unsuitable or inaccurate medical 
advice to each other, however (Coulson & Greenwood, 2012; Slomian et al., 2017). It is 
unknown how many women act according to the suggestions they receive, but there is no 
doubt that the post-childbirth period is a stressful time for women, and that to cope with this 
period women must search for information about their concerns. The internet is the most 
commonly used source of information to manage health problems (Doty & Dworkin, 2014; 
Slomian et al., 2017), and the credibility of the information shared by women within online 
support groups raises important questions (Esquivel et al. 2006). In short, the accuracy of 
exchanged information needs further investigation (Coulson & Greenwood, 2012).  
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7.5 Women’s perceived need to seek help 
Childbirth has long been regarded as a natural phenomenon. Similarly, many women 
around the world conceptualise post-childbirth health problems as a normal part of the 
process and consequently do not take any action to resolve them (Rouhi et al., 2019). As 
discussed in the literature review (Chapter 2), using Bradshaw’s Taxonomy of Needs, it seems 
that women either do not have felt need or do not turn felt need into expressed need. Major 
reasons for this include: accepting post-childbirth health problems as part of a normal process 
(normalisation); hoping these problems will gradually resolve with time; and their the infant’s 
needs taking priority. The next section will explain these reasons. Normalisation, which is a 
key element of this study, will be discussed comprehensively at the end of this chapter.  
7.6 Women’s post-childbirth needs as a conceptual framework 
In the literature review (Chapter 2), Bradshaw’s (1994) Taxonomy of Needs was used to 
clarify the concept of needs in relation to the post-childbirth women in the study. By 
identifying the four types of need – felt, expressed, normative and comparative – this study 
was able to identify whose needs were or were not being met. Needs are important in the 
BMHSU that was applied in the systematic review (Chapter 4). The BMHSU treats ‘need’ as an 
individual characteristic which influences health behaviours. In this model, individual need 
shapes reactions to health problems (Andersen et al., 2011). 
However, the results of phase two, concept mapping, show that perception of need is 
influenced by broader social norms. Social norms rooted in traditional beliefs hold that talk 
of postpartum health problems raise questions as to the fitness of the mother. The shame 
and embarrassment that hinder women from talking about urinary incontinence or mental 
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health problems are a good example of the effects of these social norms. Others, too, have 
regarded need as a “social phenomenon” whereby social norms embedded in the society 
suppress women’s need (Andersen et al., 2011, p. 39). Under this social norm, women do not 
seek help because their problems are not confirmed by family and friends, who see health 
problems as a normal consequence of childbirth. Women will seek help from health care 
providers when this course of action is encouraged by trusted persons. Although health care 
providers must assess women’s felt need, low health literacy and social norms overcome their 
efforts. This phenomenon is clearly depicted in the model adopted for this study (see Figure 
7.1, above).  
But how do social norms relate to need? Aside from felt need, normative need has been 
recognised as a barrier to seeking help among women after childbirth. Predesigned care is a 
result of normative need, and leads women’s felt need being ignored (Bailey, 2010). The 
systematic review clearly showed that women were disappointed with postpartum care. 
There is comprehensive information available about antenatal care, and health care providers 
advise women about every aspect of their health in this period, including diet and exercise. 
However, in this study, women confirmed that health care providers shifted their attention 
mostly to the infant’s need, leaving women’s need marginalised or ignored. 
The discrepancy between women’s need and normative need is further highlighted by the 
result of the second study (Chapter 5). Women have a broader perception of health care 
needs, including support and fitness. Furthermore, as shown in the third phase (Chapter 6), 
women seek help by asking for online support for their health problems. This can be taken as 
a tacit criticism of the post-childbirth care provided by health care providers, and poses a 
question: why do women rely on online help, even when it is not reliable?  
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 This study shows that ‘felt need’ is a motivation for women to seek help for their health 
problems after childbirth. It is also possible that this lack of help-seeking is explained by a lack 
of felt need on the part of women, as a result of their problems being normalised, leading to 
reduced demand for services. This could be explained, alternatively, by the findings of concept 
mapping (Chapter 5), in which women directly asked about their postpartum health problems 
answered that they consider them a normal consequence of pregnancy and not as illness. 
7.7 Normalisation of women’s post-childbirth health problems as feminist praxis 
This study adopted a feminist pragmatist philosophical paradigm, and explanations from 
this paradigm could also be used to explain ‘normalisation’. Disagreement among feminist 
activists reveals two different attitudes about the nature of childbirth. Some feminists support 
natural birth, and regard ‘the natural’ as a cultural phenomenon: ‘natural childbirth discourse 
itself serves as cultural initiation’ (Beckett, 2005, p. 259). Others advocated for the use of 
improved technology to ameliorate suffering associated with birth, leading to “the 
medicalisation of birth” and the idea of safe motherhood (Klima, 2001, p. 285). The conflict 
between these two views demonstrates how feminist views normalise post-childbirth 
morbidities: where opponents of the medicalisation of childbirth try to convince women to 
endure health problems as a natural part of the process, advocates of medicalising post-
childbirth health problems consider them pathologies.  
This study revealed that feminist perspectives on the normalisation of health problems 
after childbirth are embedded in society comparably to the medicalisation of health 
problems. Feminist theory states that pregnancy and childbirth have been regarded as a 
biological and gender role for women. This idea makes these two processes ‘normal’, and 
consequently, the health problems arising from them must be considered normal as well. 
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Beliefs about what is normal for women are rooted in how society views normality more 
broadly (Aston et al., 2015). In a society where postpartum morbidities are seen as normal, it 
is logical that women in that society would normalise their own health problems, too. 
Additionally, it must be remembered that for many years, inequity in women’s health, and 
even lack of research, has led to the normalisation of problems related to pregnancy and 
menopause, and to ignoring women (Klima, 2001). 
 This study’s feminist paradigm could explain why women normalise their health problems 
after childbirth. A pioneer in the area of maternal health, especially postpartum depression, 
is Jody Thomson, the Mothers Program Coordinator at the Women’s Health Clinic in 
Winnipeg, Manitoba, Canada. Thomson developed the ‘Coping with Change’ program after 
working one-on-one with women who self-identified as postpartum depressed. ‘Coping with 
Change’ is built on: 
the feminist philosophy that places women at the centre of care and acknowledges and 
deconstructs the larger social norms and expectations placed on mothers and provides 
coping strategies for mothers dealing with these various maternal physicals, mental and 
social changes. (Green, 2009, p. 12) 
Here, coping is conceptualised as a behavioural and cognitive attempt to control situations 
beyond the person’s expectations, which leads to stress (Lazarus & Folkman, 1984). Folkman 
and Lazarus (1980, p. 219) introduced the theory of stress as a result of “cognitive appraisal 
and coping”. They classified coping strategies into “problem-focused and emotion-focused”. 
Problem-focused coping tends to predominate when people feel that something constructive 
can be done, while emotion-focused coping tends to predominate when people feel that the 
stressor is something that must be endured.  
203 
Later, Carver, Scheier and Weintraub (1989, p. 267) further sub-divided these two coping 
strategies: “problem-focused coping (active coping, planning, suppression of competing 
activities, restraint coping, seeking of instrumental social support) and emotion-focused 
coping (seeking of emotional, social support, positive reinterpretation, acceptance, denial, 
turning to religion)”. The findings of this study suggest that, in the context of post-childbirth 
maternal health problems, women are more likely to adopt an emotion-focused strategy.  
Other studies have shown that women adopt different strategies to cope with stressors 
after childbirth, such as infant care (Baskale, 2019). For example, women equipped with 
information about infant care by their antenatal sessions tend to be better at problem-solving 
after birth (Currie, 2009). In addition, women adopt different strategies to cope with 
motherhood adjustment depending on their ethnic or cultural background (Edge & Rogers, 
2005; Ngai, Chan, & Holroyd, 2012). Another emotion-focused coping strategy reported by 
Mason, Glenn, Walton and Hughes (2001) was denial. They realised that women who had 
urinary incontinence during the 12 months after childbirth did not seek help despite the high 
prevalence of this morbidity. The main reasons for this were that women felt that they did 
not need help, or they had no interest in expressing the problem to health care providers. Our 
findings suggest that culture primarily influences coping strategies through normalisation – 
which can be cultural, social, or a mixture of the two.  
Coping strategies adopted by Australian women during breastfeeding, for example, 
included “increasing breastfeeding knowledge, staying relaxed and ‘looking after yourself’, 
the use of positive self-talk, challenging unhelpful beliefs, problem-solving, goal setting and 
the practice of mindfulness” (O’Brien et al., 2009, p. 1). In a study by Ngai et al. (2012, p. 4), 
the coping strategies used by first-time Hong Kong Chinese women during the six weeks after 
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childbirth were “making personalised and achievable decisions seeking emotional and 
spiritual solace”. In contrast, Edge and Rogers (2005) found that Black Caribbean mothers in 
the UK rejected postpartum depression as an ailment, and did not seek professional help, 
relying instead on spirituality as a source of strength.  
7.7.1 Acceptance of health problems after childbirth as a coping strategy  
Assessing coping strategies from a feminist perspective clearly explains why women accept 
health problems after childbirth as an emotion-focussed strategy. In the current study, it is 
clear that women using emotion-focussed coping must accept and tolerate their problems 
because they either believe that they are not problems, or that there is nothing they can do 
to resolve them. This was revealed by phase one, the systematic review (Chapter 4), and was 
clearly visible among women who used online platforms to seek help, as well (Chapter 6). 
When women with physical health problems said that they initially felt their problems would 
self-resolve and that they considered their health problems not to be serious enough and as 
part of the childbirth process, consequently they did not seek help. This strategy of 
acceptance has also been observed in prior qualitative studies (see, for example, Mason et 
al., 1999; Herron-Marx, Williams, & Hicks, 2007).  
The idea of problems being self-resolving emerged as an emotion-focused coping strategy 
in the work of Wagg (2010). In that study, women ignored the symptoms of urinary 
incontinence in the hope they would go away. Women who saw their urinary incontinence as 
a problem (a problem-focused strategy), on the other hand, did Kegel exercises to reduce the 
symptoms. While perineum and breast problems gradually ease over time, some problems 
may worsen after childbirth (Mason et al., 2001).  
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Communication with family and friends after childbirth may inadvertently persuade 
women to accept problems as normal. This idea is discussed in the next section.  
7.7.1.1 Prioritising infants’ needs  
Giving pre-eminence to the needs of infants is one of the adjustments of motherhood, and 
according to the feminist approach, it is another explanation for women ignoring their own 
requirements. This was supported by the systematic review (Chapter 4) and the ‘six-week 
check-up’ cluster (Chapter 5), which showed a strong focus on infants’ needs during 
postpartum care. The analysis of the concept mapping study also showed priority being given 
to infants’ needs over women’s. Others have found, similarly, that the transition to 
motherhood and infant care were important concerns for women post-childbirth (see Forster 
et al., 2008; Buurman & Lagro-Janssen, 2013; Bell et al., 2016; Verbiest et al., 2018). Lupton 
(2011) argues that infant need prioritisation originates from the cultural authorisation of a 
mothering model in which women consider their infant vulnerable and in need of maternal 
protection – thus the infant’s need overrides the mother’s.  
Another explanation for infant need prioritisation is mother-blaming: “a sexist bias toward 
studying mothers’ contributions to child and adolescent maladjustment and at the same time 
ignoring similar contributions by fathers” (Jackson & Mannix, 2004, p. 151). In this way, too, 
the mother’s need is subordinated to the child’s.   
7.8 Health literacy and help-seeking 
One logical conclusion of the assessment of interpersonal communication in this study 
would be that low health literacy is a barrier to seeking help, as confirmed by the systematic 
review (Chapter 4). Other elements like educational level have shown the impact of lack of 
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health literacy on the influence of family and friends. Health literacy is the ability “to gain 
access to, understand and use information in ways which promote and maintain good health” 
(Nutbeam, 1998, p. 357). The BMHSU as used in Chapter 4 does not include health literacy. 
However, the review shows the importance of health literacy as a unique factor in help-
seeking behaviour, and this study proposes adding health literacy as a predisposing 
characteristic of both contexts and individuals. In the current study, low health literacy was 
observed across all three layers (see Figure 7.1, above).  
The concept of low health literacy was particularly significant in the findings of the 
systematic review (Chapter 4) and regarding online help-seeking (Chapter 6). Firstly, low 
health literacy underpins women’s lack of perceived need. Second, the findings from the 
papers included in the systematic review confirmed that women, trusted persons and health 
care providers were often unaware of potential problems stemming from childbirth. This lack 
of knowledge about health problems would exacerbate the high prevalence of post-childbirth 
morbidities, as has been evidenced by other studies, while high health literacy would 
motivate help-seeking (Dennis & Chung-Lee, 2006). When there is a belief that health 
problems after childbirth are normal, women accept their health problems as a coping 
strategy, and as such feel that it is not worth seeking help. Contrariwise, increased health 
literacy promotes help-seeking.  
7.9 Summary 
The views of women, and their families and friends and health care providers, closely 
follow the feminist approach, where normalisation of postpartum health problems reduces 
help-seeking. Women seek help for problems that they cannot rationalise as ‘normal’, or 
when they have foreknowledge of them, such as urinary incontinence, for example. If they do 
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not seek help on their own behalves, they must communicate with others. At this stage, the 
availability of help is important. If they think a problem is not normal, they try to find any help 
they can, which usually starts with sharing with family and friends. Health care providers are 
treated as the last resort, and if they confirm the normalisation of health problems after 
childbirth, this leads to few women going further and seeking their help. The nested design 
for this study (see Figure. 7.1, above) represents this dwindling number of help-seeking 
women at each stage as a narrowing funnel, with the number of women who actually seek 
health professional help at its outlet.  
The next and final chapter offers conclusions on the study, and discusses the limitations of 




Chapter 8: Conclusion 
This study explored women’s views of physical and mental post-childbirth morbidities and 
help-seeking behaviours, with the aim of finding the key influences on women’s help-seeking 
behaviour in the 12-month period post-childbirth. Each of its three phases emphasised one 
area of women’s voice on postpartum health.  
The results of the systematic review, phase one, showed the dearth of qualitative research 
in this area. The limited research presenting women’s perspectives on help-seeking for post-
childbirth morbidities is surprising, given the prevalence of morbidities, and suggests a hidden 
problem. Low health literacy was evident among women and their trusted persons. Further, 
it was found that women often do not recognise morbidities, or are disinclined to reveal 
physical and mental post-childbirth morbidities in the primary care setting. This problem is 
worsened when health professionals do not facilitate discussion of post-childbirth 
morbidities, and may themselves lack awareness of evidence-based management of post-
childbirth morbidities.  
In phase two, the concept mapping of women’s views of health problems in the 12 months 
after childbirth demonstrates that women have a much broader conception of post-childbirth 
problems than health professionals and policymakers, and that they rely heavily on social 
support. Not all women have access to good social support, however, suggesting a need to 
review the content and timing of post-childbirth care. This phase also found that health 
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professionals do not facilitate discussion of post-childbirth morbidities, and may lack 
awareness of evidence-based management practices.  
Finally, the result of the third phase demonstrates that online sharing of post-childbirth 
concerns among women is prevalent. Women seek help by asking for online support for their 
health problems. In this vein, women have access to informal information and independently 
decide about their health problems in an online setting. It is vital to direct women to high-
quality health information to answer their post-childbirth health concerns, in addition to 
accessing peer emotional support through online forum.  
This study has achieved its main aim, which was to find the key influences on women’s 
help-seeking behaviour in the 12 months post-childbirth. The key factor is ‘the fallacy of 
normalcy’. Although presaged by the term ‘normalisation’, the result of the three phases 
clearly showed ‘the fallacy of normalcy’ to be more suitable. The justification of normalisation 
of post-childbirth health problem is rooted in sociocultural matters, about which feminist 
theory conceptualises the myth of the ‘good mother’ as accepting all post-childbirth health 
problems as normal. This picture was carved in previous generations’ minds, and it has been 
passed down to us. It leads to women, family and friends normalising post-childbirth health 
problems, and, consequently, to women ignoring those problems – indeed, they ignore 
themselves.  
On the other hand, if women are the centre of attention during pregnancy, after birth this 
attention shifts to the infant. Infants’ need is prioritised over women’s as, according to a 
feminist explanation, mothers, because of their gender role, are to blame for whatever 
happens to their infants. Thus, women’s attention must be focussed on the infant’s need, and 
their own need will be ignored. This focus on the infant to the detriment of the mother has 
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been confirmed by healthcare providers, as well, with women in this study asserting that 
healthcare providers often ignored their health problems during the predefined models of 
assessment and care given to infants.  
Lack of health literacy was also common, and was not limited to women and trusted 
persons. Unfortunately, healthcare providers, too, were unable to accurately assess mothers’ 
health problems because they did not have the necessary knowledge, in spite of having 
academic qualifications. 
The systematic review, phase 1, clearly showed a lack of literature on women’s help-
seeking, and analysing nine papers revealed normalisation as the main reason women are 
ignored. The other issue highlighted in this study was the limited number of participatory 
studies; most were researcher-centred, instead. Consequently, women’s voices have been 
ignored as well.  
 For those women who shared their post-childbirth health issues online – where there is 
no monitoring by healthcare professionals, not only did the discussion among women mostly 
confirm the normalisation of health problems, inappropriate suggestions were also made, 
potentially leading to bad outcomes.  
In summary, the result of the three sub-studies revealed normalisation of health problems 
after childbirth to be accepted by society, family and friends as the sources from which 
women sought help. Online help-seeking must shift to high-quality and comprehensive health 
information monitored by knowledgeable health care professionals. 
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8.1 Limitations 
This study is not without limitations. For example, the meta-aggregation approach 
considers extracted themes from supporting statements such as the participants’ experiences 
or quotes, and creates new knowledge through synthesis, not new analysis. This study 
included papers which reported depression and pelvic issues, and research addressing other 
common post-childbirth morbidities was not found, and it is possible that we failed to identify 
all available literature. Given that quantitative papers show a wide range of morbidities, it can 
be assumed that there is a need for further primary research into women’s experiences of 
post-childbirth help-seeking. Only papers written in English were included, and all the studies 
located were conducted in developed countries, so the applicability of the findings to women 
in developing countries is limited. 
Secondly, phase two involved a concept mapping study to gain women’s perspectives 
about their postpartum health problems. Using online recruitment enabled access to women 
across Australia. There were difficulties however recruiting women for the more time-
consuming sorting and rating activities, which required changes to the recruitment strategy 
and further ethics approval. Others have reported similar difficulties recruiting mothers of 
young children which is assumed to be due to lack of time because of childcare 
responsibilities. We used a convenience sample of 81 women, so it is possible that our sample 
of women with relatively low felt need was not representative of the broader population. 
Further studies with more diverse groups would resolve this issue.  
Lastly, phase three looked at one particular Australian public forum, and data from other 
forums or private online groups may have yielded different results. Further, the results were 
restricted to Australian women who communicate in English and are computer literate. It is 
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therefore unknown what concerns non-English speaking women and/or women without 
computer access may hold.  
8.2 Strengths  
This study’s focus on women’s views and participatory method, without the interference 
of the researchers in the process of data gathering, provided an opportunity to listen to 
women’s voices. The systematic review, phase one, proved that this is an under-researched 
area. In phase two, asking direct questions led to women revealing their concerns and 
problems through concept mapping, and phase three assessed women’s discussions with 
each other through content analysis. Consequently, the findings of this study illustrated 
women's problems in their own, rarely heard, language. One of the strengths of this study 
was its combining of three separate but linked studies to thoroughly address the research 
aim. 
Feminist pragmatism was the philosophy underpinning this study. It helped in considering 
women’s experience after childbirth, which has been marginalised by the male-dominated 
medicalisation frame. Feminist pragmatism allowed judgement of the sociocultural aspects 
of post-childbirth health problems to contribute to the aims of this study. The multiphase, 
mixed methods studies conducted, adhering to participatory feminist pragmatism, helped the 
researchers to draw better conclusions.  
8.3 Recommendations 
The following recommendations are based on the findings of the study. Our findings 
highlight the potential role informed health care workers could play in routine questioning 
about morbidities for post-childbirth women. Routine questioning that helped identify health 
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issues could help to bypass women’s lack of perceived need. Preparing a comprehensive 
checklist to remind health care workers to collect the required information from the mother 
and, if appropriate, their partner, would go some way to achieving this. The timing of routine 
questioning could follow the National Immunisation Program Schedule and WHO time frame: 
6 days, 2 months, 4 months, 6 months, 12 months with an expansion to 18 months post 
childbirth.  
Better education should be offered to prepare women and their families for maternal 
morbidities associated with pregnancy. This could be provided during the hospital stay and 
proposed timing to promote help-seeking.  
This study has highlighted that there is limited literature from women’s perspective about 
post-childbirth help-seeking. The lack of research in this area may negatively influence policy. 
Given the identified barriers to help-seeking for women, further research, and review of the 
content, quantity and quality of care after childbirth, are recommended. 
The findings suggest a need to refocus post-childbirth care to include the needs of women. 
Women must be informed about health problems in advance, and they ought to be asked 
direct questions about their problems as their new responsibilities may distract them from 
their own problems. Women need to be encouraged to talk about their own wellbeing after 
childbirth and need to be directly asked about any possible health problems at all post 
childbirth visits. 
According to the WHO, postpartum care includes care received during the first six to 12 
hours, three to six days, six weeks, and six months after childbirth, though this study showed 
that six weeks after childbirth was usually the last occasion of care and mostly focused on the 
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infant. The systematic review suggested that extending the care offered by health care 
providers to 12 months after childbirth might enable mothers’ help-seeking for morbidities, 
and protect women’s, and thus families’, health. Further, phase two provided evidence that 
an individualised approach to post-childbirth care would promote women’s health as well.  
Phase two demonstrated that women’s needs differ from person to person, and that 
providing individualised care would thus be beneficial. Policymakers and health care 
providers should inform women about the benefits of physical fitness, for example.  
Further research is needed to understand health care providers’ knowledge and practices 
in maternal post-childbirth health, and health service managers must ensure that access 
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a b s t r a c t 
Introduction: Women within the first 12 months after birth often do not seek professional help for
post-childbirth morbidities. This systematic review uses the Behavioural Model of Health Services Use
(BMSHU) to assess the barriers and facilitators to women’s help-seeking from health professionals during
the first twelve months after childbirth.
Method: A qualitative meta-aggregation was used for the review. Systematic searching of Medline via
Ovid, CINAHL, EMBASE and Web of Science revealed an initial 691 papers, of which 48 were reviewed.
Nine qualitative papers, peer-reviewed, English papers and published from 20 0 0 to 2017, were identified.
Studies selected according to the pre-defined protocol were assessed using The Joanna Briggs Institute
Critical Appraisal Tools (JBIQARI).
Results: Seventy-five findings were identified from the approved articles and aggregated into seven cat- 
egories. Key themes that emerged were that women did not seek help because they accepted problems
as a part of the motherhood role or because they feared being judged negatively. Women shared their
issues with family and friends as trusted people. Low health literacy was a barrier to seeking help, as
was lack of access to proper care and poor advice from families. The women’s cultural context was an
essential influence in whether or not they sought help. According to BMSHU, a model of key influences
on women’s help-seeking for maternal morbidities introduced.


























The post-childbirth period (birth through to 12 months)
s a time when many women experience maternal morbidi-
ies, either indirect or direct, physical or mental health issues
 Vanderkruik et al., 2013 ). The World Health Organization (WHO)
efines maternal morbidity as “morbidity in a woman who has
een pregnant (regardless of the site or duration of the preg-
ancy), from any cause related to or aggravated by the pregnancy
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254 Hardee et al., 2012 , p. 604). Maternal morbidities affect over 90%
f women during the first year after childbirth ( Wilkie et al., 2017 ).
he most commonly reported morbidities are depression, anxiety,
atigue, backache, sexual problems (such as sexual arousal disor-
er, orgasmic problems), gastrointestinal problems (constipation)
nd breastfeeding problems ( Ansara et al., 2005; Glazener et al.,
995; Hardee et al., 2012; Khajehei et al., 2015; Maher and Souter,
014; Van der Woude et al., 2015 ). 
Maternal morbidities have a negative impact on mothers’ health
nd well-being including physical and emotional adjustment to
arenthood, difficulty returning to sexual activity and late return
o employment ( Haran et al., 2014; McGovern et al., 2007 ). De-
pite this, many women do not seek professional help for morbidi-
ies during the first year following childbirth ( Cheng and Li, 2008 )
hich can exacerbate problems by lowering mothers’ quality of
ife and creating financial, mental health or fatigue issues ( Foulkes,
011; Hardee et al., 2012 ). 
During the first 12 months after birth, there are a range of
ealth professionals and services across multiple settings (ter-
iary and primary/community health) available to mothers. Help-



















































































































L  seeking is defined as a problem-focused, highly adaptive be-
haviour ( Cornally and McCarthy, 2011 ) demonstrated by an ability
to find help, support, information, guidance or a cure ( Fonseca and
Canavarro, 2017 ). Women within the first 12 months after birth
are less likely to seek formal help from health professionals such
as nurses and medical practitioners, instead seeking informal help
from family and friends ( Cornally and McCarthy, 2011; Maher and
Souter, 2014; Woolhouse et al., 2009 ). Known barriers for women
seeking support for common maternal morbidities include being
unaware of available treatment, lack of knowledge about post-
childbirth morbidities and shame or stigma associated with the
morbidity ( Bina, 2014; Brown et al., 2015; McCallum et al., 2011 ) 
Some factors such as perception of the problem, accessibility of
help and inclination to get treatment have been suggested as an
effective factors in help-seeking behaviours ( Chandrasekara, 2016 ).
Higher education levels and support from family and friends have
been shown to enable help-seeking behaviours for women within
the first 12 months after childbirth ( Dennis and Chung-Lee, 2006 ).
However, there is a limited understanding of how women within
the first 12 months after childbirth experience formal help-seeking
from health care professionals and services ( Abushaikha and Kha-
laf, 2014 ). 
Better knowledge about women’s experiences of barriers and
facilitators when help-seeking from health professionals for post-
childbirth physical and mental problems is essential for ensur-
ing suitable services. Improving policymakers’ and health care
providers’ knowledge about this will enable them to design ser-
vices that increase the number of women seeking professional help
and decrease negative outcomes from lack of timely attention for
childbirth morbidities ( Bryant et al., 2016 ). The aim of this review
therefore is to explore women’s perceptions of the barriers and fa-
cilitators they experience in seeking help from health professionals
within the first 12 months after childbirth. 
Method 
To address the aim, a systematic qualitative meta-aggregation
review was conducted following the Joanna Briggs process
( Lockwood et al., 2015 ). Meta-aggregation is underpinned by prag-
matism which aims to find set of statements from qualitative pa-
pers to produce ‘lines of action’ for policy makers ( Hannes and
Lockwood, 2011 ). 
This uses a comprehensive and rigorous search of relevant stud-
ies to find unbiased knowledge that answers the research question
with the findings then extracted and aggregated without any new
analysis ( Lockwood et al., 2015 ) which aims to better understand
of the problem ( Creswell, 2013 ). 
Conceptual framework 
A variety of behavioural models have been used to explain
help-seeking behaviours, including psychological models such as
the Self-Regulation Model ( Diefenbach and Leventhal, 1996 ), the
Health Belief Model ( Diefenbach and Leventhal, 1996 ) and the
Theory of Planned Behaviour ( Armitage and Conner, 2001 ). So-
ciological perspective models have also been used, such as the
Network Episode Model ( Pescosolido, 1991 ), Kadushin’s theory
( Kadushin, 2004 ) and the Behavioral Model of Health Service Use
(BMHSU) ( Anderson et al., 2011 ). Among these theories, sociolog-
ical models that consider demographic and societal factors may
best explain help-seeking behaviour in post-childbirth women,
given the existing knowledge on the impact of informal support
on health services use. This systematic review applied the BMHSU
model as a lens to view the qualitative research evidence identified
( Anderson et al., 2011 ). 255The BMHSU ( Fig. 1 ) proposes that health outcomes originate
rom a mix of contextual characteristics, individual characteristics,
nd health behaviours ( Anderson et al., 2011 ). The contextual and
ndividual characteristics are categorised into predisposing vari-
bles, enabling factors and need variables ( Anderson et al., 2011 ).
amily, society and the health care system are all considered as
ontextual characteristics; personal beliefs about health care ser-
ices, educational level and demographic features such as age, are
efined as individual characteristics ( Anderson et al., 2011 ). The
ealth behaviours that are influenced by personal practices and the
rocess of medical care shape the use of personal health services
 Anderson et al., 2011 ). This review considered only the contextual
nd individual characteristic elements of the BMHSU model, as bar-
iers and facilitators to women’s health behaviours and outcomes
see Fig. 1 .). Anderson et al. (2011) conceptualises the factors im-
ortant for seeking help as: (a) predisposing variables (b) enabling
actors and (c) need variables, such as severity of post-childbirth
orbidities. 
earch strategy and selection 
The review considered qualitative and qualitative components
f mixed-methods studies, published in peer-reviewed articles in
nglish from January 20 0 0 to December 2017.The inclusion criteria
ere formulated according to the PICo format (Participant, Inter-
st, Context). ‘Participant’ was defined as women within the first
ear after childbirth. ‘Interest’ was defined as any factors that hin-
er or influence women to access health professional care related
o their maternal morbidity issue/s. ‘Context’ was any interna-
ional research about help-seeking behaviour among community-
welling women. Post-childbirth morbidities included any physical
nd mental health issues such as depression, backache, wound in-
ection, breast problems, experienced by women during the first
welve month following childbirth. 
The following search terms were used: (postpartum OR post-
atal OR after childbirth OR puerperium OR birth) AND (maternal
R women OR mothers) AND (behaviour) AND (facilitators) AND
barriers OR morbidity OR help-seeking OR treatment preferences
R behaviour OR facilitators) AND (qualitative OR mixed methods
R evaluation). Modification of the terms by using truncations and
oolean Operators helped to access a full range of papers. 
Two researchers (MR, SL) searched for English language pa-
ers on the following electronic databases in consultation with a
ubject relevant librarian: MEDLINE, CINAHL (EBSCOhost), EMBASE
Ovid), and ISI Web of Science. The keywords and predefined vo-
abulary used, exclusion and inclusion criteria are presented in
able 1 . To identify additional potentially relevant published pa-
ers, we hand-searched the reference lists of all identified relevant
apers ( n = 1). 
The search method recognised 971 papers. All papers from
atabases were added to EndNote library and then duplications
 n = 691) were manually removed prior to selection of studies
 Fig. 2 ). Papers were screened and excluded by title and abstract.
 full-text copy of 48 studies were retrieved for consideration of
ligibility, with 39 of the papers being excluded because they did
ot address the outcome of interest ( n = 3), phenomena of interest
 n = 17) and participants of interest ( n = 19). 
uality appraisal 
Two researchers (MR, ChS) independently screened the full text
f retrieved papers ( n = 9) by the JBI Critical Appraisal Checklist
or Qualitative Research ( Lockwood et al., 2015 ) (Appendix A). The
hecklist consists of ten questions involves three distinct steps: fil-
ering, technical appraisal and theoretical appraisal ( Hannes and
ockwood, 2011 ). Papers were included if both reviewers answered
M. Rouhi, C. Stirling and J. Ayton et al. / Midwifery 72 (2019) 39–49
Fig. 1. A Behavioural model of Health Services Use including contextual and individual characteristics. Adapted from Magaard et al. (2017) .









































Characteristics of included studies.
Author/s (year) Abram et al. (2009) Bell et al. (2016)
Buurman
(2012) Goyal et al. (2015) Merry et al. (2011) Park et al. (2017) Sword et al. (2008)
Wittkowski
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Table 1 ( continued )
Author/s (year)
Abram et al. (2009) Bell et al. (2016)
Buurman
(2012) Goyal et al. (2015) Merry et al. (2011) Park et al. (2017) Sword et al. (2008)
Wittkowski
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‘yes’ to a minimum of seven of ten prompt questions, with dis-
agreements resolved by consensus after reviewing the criteria and
definitions. 
For this systematic review, eight qualitative papers ( Abrams
et al., 2009; Bell et al., 2016; Buurman and Lagro-Janssen, 2013;
Goyal et al., 2015; Merry et al., 2011; Sword et al., 2008; Wit-
tkowski et al., 2012; Wuytack et al., 2015 ) and one mixed-methods
pilot study ( Park et al., 2017 ) met the inclusion criteria. 
Data extraction and management 
The review process began with the pre-defined inclusion and
exclusion criteria as per our well-defined question providing a
framework to find not just the articles, but the relevant find-
ings within articles ( Korhonen et al., 2013 ). Data were collected
on the following: author(s) names, publication date, methodol-
ogy, method, phenomenon of interest, country, setting, partici-
pants, data analysis and findings the quality measure, country and
setting, the aim of study, design; morbidity; participants; ethnicity;
and phenomena reported (see Table 1 ). There were a limited num-
ber of post-childbirth maternal morbidities reported in the papers:
depression ( Abrams et al., 2009; Bell et al., 2016; Goyal et al., 2015;
Park et al., 2017; Sword et al., 2008; Wittkowski et al., 2012 ), pelvic
floor dysfunction ( Buurman and Lagro-Janssen, 2013 ), and pelvic
girdle pain ( Wuytack et al., 2015 ). All studies, apart from one iden-
tified participants diverse cultures background ( Wittkowski et al.,
2012 ). 
Level of credibility 
It is essential for credibility of qualitative research to only con-
sider high quality papers and those without bias ( Dixon-Woods,
2006 ). The different interpretation of qualitative findings makes it
difficult to get a deep understanding of the aim of the research
‘s included papers. The studies included in this systematic review
were graded as credible according to the JBI credibility criterion,
which is defined as the congruity between the research question
and findings of the studies based on the theoretical frameworks
( JBI, 2011 ). 
Data synthesis 
The Meta aggregation process requires achieving the applicable
findings that met the review criteria ( Hannes and Lockwood, 2011 ).
We extracted 75 findings from the nine papers, with illustrat-
ing quotes about women’s perceptions of the barriers and facilita-
tors they experienced in seeking help from health professionals as
the first step of meta-aggregation process. Findings were then ag-
gregated into seven categories according to similarity in meaning
( Table 1 ). Further analysis of the categories shaped three synthe-
sised statements ( Fig. 3 ). These statements were formed as key fac-
tors that discouraged or convinced a woman to seek help related
to her health issues and referenced against the BMHSU framework.
Results 
Women’s perceptions of the barriers and facilitators they expe-
rienced in seeking help from health professionals were allocated
to seven categories; they accepted the problems as part of normal
childbirth process; lack of knowledge about the problems was ob-
vious, they shared their problems with trusted people; family and
friends influenced women’s choice to seek help or not; difficulty
to access post-childbirth care or did not address their problems;
fear of being judged prevented them to seek help; the women’s
cultural context was an essential factor in whether or how they259ought help. The seven categories were aggregated to three syn-
hesis statements about the topics: Perceived need to seek help, In-
erpersonal communication, and How society views post-childbirth
roblems ( Fig. 3 ). 
ynthesis statement 1 – perceived need to seek help 
Women with low health literacy were less likely to seek for-
al help. The main reasons identified were a lack of knowledge to
ecognise the problem or thinking that the morbidity was normal
nd would resolve over time. Two categories supported the first
ynthesis statement. 
Category – Women did not seek help because they accepted prob-
ems as a part of the motherhood role. 
Five out of nine studies made references to the post-childbirth
roblems being seen by women as a normal process of childbirth
nd not as an ailment ( Abrams et al., 2009; Bell et al., 2016; Bu-
rman and Lagro-Janssen, 2013; Park et al., 2017; Sword et al.,
008 ). Women’s perceptions about their conventional role in fam-
lies ( Park et al., 2017 ) and normalizing of their health problems
lso led to their belief that their problems were part of the moth-
rhood role ( Abrams et al., 2009; Buurman and Lagro-Janssen,
013 ). This was reported by all studies for both physical or mental
roblem. For example, one woman reported: ‘I simply thought: the
rinary incontinence is just part of it. Your whole body is turned
nside out after delivery anyway. So, I thought it’s just part of the
ame.’ ( Buurman and Lagro-Janssen, 2013 , p. 408) 
Women with physical problems also expressed the view that
nitially they felt their problem would gradually be resolved
 Buurman and Lagro-Janssen, 2013 ), and for mental issues they felt
hey were able to self-manage their problems ( Bell et al., 2016 ).
verall, women’s accounts showed that their infant‘s health had
riority over their health ( Bell et al., 2016; Buurman and Lagro-
anssen, 2013 ). 
Category – A lack of health knowledge about post-childbirth prob-
ems meant women did not seek help. 
All seven studies confirmed that both women ( Buurman and
agro-Janssen, 2013; Merry et al., 2011; Sword et al., 2008 ) and
rusted people in their lives ( Sword et al., 2008 ) had a lack of
nowledge about post-childbirth health problems: ‘I just didn’t
now what I wanted at the time and I didn’t know what I wanted
o get out of it. I didn’t know what was going on.’ ( Bell et al., 2016 ,
. 656)
One study showed that provision of information and guidance
by health care providers to women about their issues or previously
xperienced problems assisted women to cope with the problems
fter childbirth ( Sword et al., 2008 ). 
ynthesis statement 2 – interpersonal communication 
Women used interpersonal communication with a trusted per-
on as the fundamental way to deal with the post-childbirth phe-
omenon. Two categories supported this synthesis. 
Category – Women‘s first strategies were to share their problems
ith trusted people. 
This category was supported by 14 findings in five studies
 Abrams et al., 2009; Goyal et al., 2015; Merry et al., 2011; Wit-
kowski et al., 2012; Wuytack et al., 2015 ). Findings suggested that
f women could not manage their health issues alone, then they
hared problems as the first step in help-seeking ( Goyal et al.,
015 ). Many women spoke to their spouse or other women about
heir health issues ( Abrams et al., 2009; Goyal et al., 2015; Wit-
kowski et al., 2012 ). For example, one participant reported about
er husband: 
M. Rouhi, C. Stirling and J. Ayton et al. / Midwifery 72 (2019) 39–49























































f  ‘He always says, “But, who do we ask? Who do we ask? Next
ime you go to the doctor ask him about how you’re feeling
 Abrams et al., 2009 , p. 542). 
Another study identified a preference for sharing problems with
riends from the same age group ( Goyal et al., 2015 ), or some
omen preferred to talk to a person who they felt was reliable
nd would listen carefully to their problems without any judgment
 Abrams et al., 2009 ). 
Category – Family and friends influenced women’s choice to seek
elp or not. 
Women were often encouraged by family and friends to seek
elp, even if their family considered the problems as a part of nor-
al childbirth process ( Bell et al., 2016; Sword et al., 2008; Wuy-
ack et al., 2015 ). If there was a lack of awareness and assistances
y partner and family, depressed women often did not feel moti-
ated to seek help ( Bell et al., 2016 ). Some of the women felt their
ealth problems were not significant to the family ( Sword et al.,
008 ) and were even ignored by them ( Bell et al., 2016 ). For exam-
le, one woman reported: ‘My mother doesn’t want to look after
he baby so I can see my psychologist. She believes I don’t need it.
 have no support from her for this.’ ( Bell et al., 2016 , p. 656) 
ynthesis statement 3 – how society views post-childbirth problems? 
Health services did not appear well designed for women’s post-
hildbirth health needs reflecting society’s apparent lack of support
or this time in women’s lives. Three categories supported this syn-
hesis. 260Category – Women found that post-childbirth care was difficult to
ccess or did not address their problems. 
Many of the women reported that professional health care was
nhelpful experience ( Abrams et al., 2009 ) as this participant re-
orted: 
‘I find they just like brush you off ... my gyne doctor, I thought
he would help, she would understand, cause she works in the
eld. And instead she just like didn’t care. I honestly felt that she
idn’t care and I felt so alone ’ ( Bell et al., 2016 , p. 654). 
The discrepancy between antenatal and postnatal care was
lso emphasised by women ( Wuytack et al., 2015 ) as health ser-
ices often did not forewarn women about possible problems
 Bell et al., 2016 ). Healthcare professionals rarely asked women
bout their problems during appointments such as infant checks
 Wuytack et al., 2015 ) with consultations focused on the infant‘s
eed rather than the mother‘s ( Bell et al., 2016 ). 
There was a lack of psychosocial assessment or assessment of
buse or depression ( Merry et al., 2011 ) and some women reported
hat they received conflicting advice from different health profes-
ionals when they discussed morbidities ( Wuytack et al., 2015 ).
omen often struggled to access professional health care as a first
ine of treatment ( Abrams et al., 2009 ). Among those women who
ought professional help, those services that were close to home
r online were the priority ( Bell et al., 2016 ). 
Among immigrant women, Isolation and language obstacles
ere barriers to accessing health services ( Merry et al., 2011 ).
ome factors such as absence of knowledge about who and which
ervices were available ( Wittkowski et al., 2012 ), government-
unded (free services) ( Merry et al., 2011 ), and the cost of seeking












































































































l  private treatment ( Wuytack et al., 2015 ) were reported in find-
ings as barriers to care. Continuity of care and having an estab-
lished relationship with a health care provider facilitated post-
childbirth help-seeking in two papers. A ‘comfortable relationship’
with healthcare providers was the main reason for seeking help
( Bell et al., 2016; Sword et al., 2008 ): 
‘I had already established a relationship with [the clinic] so the
counsellor I was seeing there was, I mean, available at any time
and I felt that was good and I also had a good rapport with my
doctor, so I was alright. I’m not one to easily open up, so if I don’t
feel comfortable with someone there’s no way I’ll talk about how I
feel.’ ( Sword et al., 2008 , p. 1169) 
Category - Fear of being judged prevented women from seeking
help. 
Women’s fear of being judged was a barrier to seeking help,
with some women stating fears of being labelled as “crazy,”
“schizo,” or “psycho” ( Abrams et al., 2009; Bell et al., 2016 ) and
a general worry about stigma ( Goyal et al., 2015 ): ‘I’m like I
don’t wanna be labelled you know. It’s like you always feel like
you’re being labelled as a psychiatric patient.’ ( Bell et al., 2016 ,
p. 655). Working women were additionally worried that being la-
belled as “depressed” might negatively influence their employment
prospects ( Sword et al., 2008 ). This issue was at the forefront in
the rare cases were women worried about losing child custody
( Sword et al., 2008 ).
Some women felt that openly discussing urogenital problems
was “taboo” and embarrassing ( Buurman and Lagro-Janssen, 2013 ).
They expressed feelings of shame if they had to talk about these
( Buurman and Lagro-Janssen, 2013 ). This also applied to mental
symptoms ( Sword et al., 2008 ). These barriers could be exacer-
bated if women experienced lack of self-esteem about body image
( Buurman and Lagro-Janssen, 2013 ) or if there were a lack of re-
spect for patient‘s privacy by health professionals ( Bell et al., 2016 ).
Category – The women’s cultural context was an essential factor
in whether or how they sought help. 
Culture-specific post-childbirth traditions can help family and
friends to support women ( Goyal et al., 2015 ) and conversely a lack
of culturally appropriate care was a barrier to accessing care for
many immigrant women ( Goyal et al., 2015; Park et al., 2017 ). 
‘I think our Vietnamese never come to those services. Our Viet-
namese are very strong. American always comes to see counsel-
lors. Majority of our Vietnamese don’t come to see these profes-
sions. I have a strong mind. I am sad, but I don’t need to see them.’
( Park et al., 2017 , p. 437) 
Findings showed that “familism” or cultural norms also created
strong barriers as some women explained their culture banned
women from talking about their mental health issues and did
not encourage them to engage with their thoughts and feel-
ings ( Wittkowski et al., 2012 ). Some women therefore preferred
to speak to strangers to protect their privacy ( Abrams et al.,
2009 ) and sometimes they preferred to get this help anonymously
( Goyal et al., 2015 ). 
Discussion 
The studies included in this review only covered depression,
pelvic floor dysfunction, and pelvic girdle pain. This is in con-
trast to reported quantitative studies which have highlighted a
wide range of morbidities, and suggest the prevalence of morbidi-
ties is around 90% during the postpartum period ( Cooklin et al.,
2018 ). The limited research presenting a women’s perspective on
help-seeking for post-childbirth morbidities is surprising given the
prevalence of morbidities and suggests a ‘hidden’ problem. The
meta-aggregation results highlight possible reasons for the dearth
of qualitative research in this area. 261The key facilitators and barriers for women seeking help for
ealth issues after childbirth were summarized as three synthe-
is statements covering women’s perceived need to seek help, in-
erpersonal communication, and how society views post-childbirth
roblems. The results extracted three coherent themes about fac-
ors influencing women‘s help-seeking behaviour after childbirth. 
erceived need to seek help 
These findings show that women normalized, minimized or hid
heir health issues. This resulted in a lack of perceived need as
omen often did not understand the importance of their prob-
ems or could not distinguish between what is regarded as normal
r abnormal when it comes to physical or mental problems after
hildbirth. According to the BMSHU Model, this lack of perceived
eed leads to less demand for services ( Bradley et al., 2002 ). The
ormalizing, minimizing or hiding of problems means that women
onceptualized these problems as a normal process of childbirth
nd subsequently did not take any action to resolve them (2008;
hew-Graham et al., 2009; Goodman and Santangelo, 2011; Rud-
an and Waldenström, 2007 ; Scrandis, 2016). 
Low health literacy underpins women’s lack of perceived need.
he synthesized findings confirmed women ( Bell et al., 2016;
uurman and Lagro-Janssen, 2013; Merry et al., 2011; Sword
t al., 2008 ), trusted persons ( Sword et al., 2008 ) and health care
roviders ( Beake et al., 2010; Khalaf et al., 2009 ) were often un-
ware of potential problems deriving from childbirth. This low lit-
racy exists across all groups despite the known high prevalence
f post-childbirth morbidities during the first year ( Cheng and Li,
008; Haran et al., 2014 ). Others have highlighted that high-level
ducation is a motivation to seek treatment ( Dennis and Chung-
ee, 2006 ) and so education can be seen as an enabler for women
o be empowered to seek help. 
Women’s perceived need to seek help are framed as individual
haracteristics in the model but this study suggests perceived need
s also a social phenomenon. Evaluated need is categorised as pro-
essional judgments by specialist and health care providers in the
MSHU model. It also has social elements, such as access to the
atest medical advances and the provision of educational brochures
nd medical equipment. The included papers for this systematic
eview showed that lack of evaluated need is one of the reasons
or women’s lack of knowledge about post-childbirth problems, as
omen felt health care providers had not prepared them for po-
ential problems after childbirth in the prenatal period. 
nterpersonal communication 
The synthesized findings indicated that women used interper-
onal communication with trusted persons as the fundamental
ay to deal with post-childbirth morbidities. Once women decided
hey needed to seek help, family and friends were found to be the
rst source of help ( O’Mahen and Flynn, 2008 ). Scrandis (2016)
howed that women notably shared their problems with trusted
eople through their connections with other women who have
he same problem. Overall it is clear that positive interpersonal
onnections between women and surrounding people encouraged
hem to seek help. 
ow society views post-childbirth problems 
One of the implications of this systematic review is that so-
iety‘s views are a barrier to women’s post-childbirth problems
ecause there is a general normalising of maternal morbidities.
ccording to the BMSHU Model, social factors at the contextual
evel influence health service use. More specifically, a community‘s








































































































t  ealth literacy level and ethnic composition were relevant predis-
osing influences found in this study for enabling of creating bar-
iers to help-seeking. 
The community-based beliefs that derive from community val-
es and culture direct financial resources and policies for access
o services and therefore can also influence evaluated need. The
elevance of cultural barriers found by others, such as lack of un-
erstanding and support by society and lack of understanding of
ultural background by health care providers ( Sword et al., 2008 )
ere supported by this review. 
Enabling characteristics identified in the BMHS Model that
ould offset these elements consists of health policy, financing and
rganization. These factors reflect the distribution of care services
n the community and the community access. As these results
ighlight, limitations in these services result in non-use by women
fter childbirth and are compounded by feelings of stigma. This re-
iew is supported by others who argue that a key way to improve
ost-childbirth maternal and child health is improving health care
roviders’ awareness of post-childbirth morbidities ( Cassiano et al.,
015; Mazzo et al., 2015 ), with a re-balancing of post-childbirth
ealth visits towards the needs of the woman’s post-childbirth
ealth ( Fahey and Shenassa, 2013 ). 
There is little research about the knowledge of health care
roviders ( McCauley et al., 2011 ). The necessity for improved ed-
cation for health care providers about maternal morbidities is
rucial the apparent lack of knowledge by women’s family and
ealth care providers ( Khalaf et al., 2009 ). To provide appropriate
are to women during the post-childbirth period, it is important
hat health care providers increase their knowledge about post-
hildbirth physical and mental care ( Romano et al., 2010 ). 
he BMSHU model 
This systematic review applied the BMSHU model as a lens to
nd women’s help-seeking behaviour about their health issues af-
er childbirth ( Fig. 1 ). We found several of the BMSHU categories
ore useful than others. Among contextual characteristics and in-
ividual characteristics, the predisposing factors ‘social’ and ‘be-
iefs’ were relevant. Health policy and organization as enabling fac-
ors were relevant to this systematic review according to contex-
ual characteristics. Among individual characteristics financing and
rganization characteristics were enabling and evaluated and per-
eived need factors were also key findings from this systematic re-
iew ( Magaard et al., 2017 ). None of our review papers identified
elevant demographic details. The BMSHU Model does not spec-
fy health literacy. However, this review shows the importance of
ealth literacy as a unique factor to explain help-seeking behaviour
nd we propose adding health literacy as a predisposing factor for
oth contextual and individual characteristics. Overall, the BHMSU
odel was overly complex for our findings. 
This meta-aggregation found several pivotal obstacles to post-
hildbirth care, which has enabled the development of a new
ramework for understanding barriers and facilitators to women’s
elp-seeking for maternal morbidities ( Fig. 4 ). We placed women’s
erception of need at the centre, surrounded by interpersonal
ommunication with trusted others, and all encompassed by so-
iety’s views of women and childbirth. A comprehensive study of
omen’s post-childbirth behavioural and psychosocial health care,
cknowledging social factors is necessary to address gaps in care.
he recognition of these gaps, in turn, can be helping to enhance
are and meet guidelines for better post childbirth care. 
mplication for practices 
WHO (1998) two decades ago suggested a more comprehen-
ive schedule for postpartum care (6–12 h, 3–6 days, 6 weeks,262 months), with current guidelines by WHO (2015) ended by 6
eeks. Our review suggests that extending offered care by health
are providers to 12 months after childbirth, might enable mothers’
elp-seeking for maternal morbidities and protect the women‘s
ealth and consequently families‘ health. Our review also high-
ights the role for informed health care workers in routine ques-
ioning about morbidities to bypass women’s lack of perceived
eed. This could be via a checklist to remind health care workers
o collect the required information from the mother and if appro-
riate, their partner ( Phang et al., 2015 ). Additionally, better edu-
ational preparation of women and their families about maternal
orbidities during pregnancy or the during hospital stay could en-
ble help-seeking behaviours. 
Further, health service managers need to ensure that access bar-
iers are addressed through quality needs assessment processes,
articularly for vulnerable women. 
imitations 
The meta-aggregation approach considers extracted themes 
rom supporting statements such as the participant‘s experiences
r quotes and creates new knowledge through synthesis not new
nalysis. This study included papers which reported depression
nd pelvic issues, but research addressing other common post-
hildbirth morbidities were not found and it is possible that we
ailed to identify all available literature. Given quantitative papers
how a wide range of morbidities it can be assumed that there is
 need for further primary research into women’s experiences of
ost-childbirth help-seeking. Only papers written in English were
ncluded and all the studies located were conducted in developed
ountries, so there is limited applicability of the findings to women
n developing countries. 
onclusion 
This review found that women often do not recognise mor-
idities, or are disinclined to reveal physical and mental post-
hildbirth morbidities in the primary care setting. We also found
hat health professionals do not facilitate discussion of post-
hildbirth morbidities and may have a lack of awareness of
vidence-based management of post-childbirth morbidities. Soci- 
tal lack of knowledge about maternal morbidities was also found
y this review suggesting the need for improved health literacy
mong family, health care providers and the community about
hese problems are necessary. We identified a model of women’s
















































help-seeking for maternal morbidities that addresses our findings
more closely than the BHMSU model. The review has highlighted
that there is limited literature from a women’s perspective about
post-childbirth help-seeking and lack of research in this area may
negatively influence policy. Given the identified barriers to help-
seeking for women further research and review of the content,
quantity and quality of care after childbirth are recommended. 
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Appendix III
Appendix IV: Summary of data extraction 
Author Finding Illustration Category 
(Abrams et 
al., 2009) 
Phase thinking about symptoms; Women did not seek 
help because they 
accepted problems as 
a part of the 
motherhood role. 
All participants initially minimized, 
normalized or hide their symptoms from 
themselves and others believing it was 
normal or demonstrated they were not 
good mothers or were.  
  `Well, that’s not postpartum, you 
know.’ . . . I guess, I couldn’t 
decipher completely what I was 
going through. . . . I was thinking at 
first, “Well you know, you just had 
the baby, relax.’(p. 540) 
Women had fears of being judged or 
labelled as “crazy,” “schizo,” or 
“psycho.” 
 `I thought at a moment I might 
have had postpartum depression, 
but I jumped back into place, like I 
better jump into place an’ get with 
it because I don’t want anyone to 
think that I’m crazy or I’m 
incapable to raise my child.’(p. 
541) 
Fear of being judged 
prevented women 
from seeking help. 
Women asserted that being a good 
mother means that they didn't get 
depression and depression cannot 
happen for strong mothers. 
`Well I would listen to others say 
that when they had a baby they 
would get depressed but I think no 
that’s not true since that had 
never happened to me. They’re 
exaggerating. I would think they 
were immature . . . that’s what I 
thought.’ (p. 541) 
Women did not seek 
help because they 
accepted problems as 
a part of the 
motherhood role. 
Phase seeking advice; Women`s first 
strategies to share 
their problems with 
trusted people. 
Women after initial hesitation, asked 
mostly trusted family members who 
also normalised symptoms, most also 
encouraged them to seek help from 
professionals.  
`At least my husband when I tell 
him, “I feel bad, I feel sad,” he tells 
me, “You want to take a walk 
somewhere?” or “Do you want to 
do something?” or “Do you want 
to be alone?” He always says, “But, 
who do we ask? Who do we ask? 
Next time you go to the doctor ask 
him about how you’re feeling.’ 
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Phase seeking advice;  
Half of the mothers sought help from 
health providers (e.g. physician, nurse, 
gynecologist, ED doctor) but mostly 
perceived responses an unhelpful 
because 1) they advised ‘wait and see’ 
to sometimes severe symptoms or 2) 
prescribed medication which women 
felt was not a viable option.  
`The doctor said . . . to wait until I 
come back for my six week, and if I 
continued to feel that way, he’ll 
prescribe something for me.` (p. 
542) 
`Marta: I went to the doctors and 
they gave me Xanax and I said, 
“I’m not gonna take it,” and they 
say, “Just take when you feel like 
you can help things and just to 
relax but don’t drink it all the 
time.” And I got it but I threw 
them away in the toilet.’(p. 543) 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
Phase rejecting formal care; Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
Women rejected professional care as 
`not the right help for me` and interpret 
the “medication first” approach as 
“uncaring”. 
Past medical treatment was reminding 
pictures of “white coats,” “clipboards,” 
and “laboratory testing” as unhelpful 
experience. 
`What they did was, they had you 
answer these questions on a 
clipboard of your family history, 
are you emotional, just like those 
type of questions, and of course I 
put it all “No” . . . to them, but I 
was kind of like having problems 
with like things that have 
happened in the past with my 
family, you know like my mom, 
she’s used drugs—like that type of 
thing.’(p. 543) 
Women preferred to talk about their 
problems with the “ideal” person to 
listen to their problems. 
`As long as they’re [providers] a 
person. . . . Like now, today, it’s 
like you’re here. You couldn’t tell 
you’re a psychologist you just look 
like a regular woman, just coming 
just to listen . . . and I wouldn’t like 
somebody all dressed up and 
looking like, you know what I’m 
saying? Just looking like they’re 
doing an experiment you know, 
but just look like a regular person, 
just to listen.’(p. 543) 
Women`s first 
strategies to share 
their problems with 
trusted people. 
One of the strategies among women 
was `talking it out`. 
`The best thing you can do to deal 
with depression is to talk about it. 
Find somebody that you trust, not 
just someone to be talking [to], 
find someone you can trust or seek 
professional help because it will 
help. Depression is really, really 
something that is difficult to deal 
with.’(p. 544) 
Women`s first 
strategies to share 
their problems with 
trusted people. 
`Familism` or cultural norms banned 
women to talk about their mental 
health issues because of potential 
shame and fear of judgment of talking 
`I don’t know I think sometimes we 
are ashamed, for the majority of 
us we are ashamed to talk about a 
certain family problem with 
The women’s cultural 
context was an 
essential factor in 
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to others about private matters. 
Although some mothers believed in 
familism but preferred to talk with 
`stranger`. 
someone that you don’t know. But 
sometimes it’s better to talk to a 
stranger than to a family member 
that gives you bad advice. But 
sometimes you’re not that 
comfortable talking to someone 
outside the family. But, at least 
when you trust a psychologist you 
know that information is not going 
to get out.’(p. 544) 
whether or how they 
sought help. 
The unconditional admission of the 
maternal role of these mothers lead to 
them did not seek mental support.  
`Well its people that have had hard 
lives, life’s full of hardship that 
they don’t feel empowered that 
they can change those hardships in 
their life, and so they do the best 
they can, and they just have to do 
it all the time. No matter how bad 
it gets, that’s their approach to life 
because that’s how their life is.’(p. 
545) 
Women did not seek 
help because they 
accepted problems as 
a part of the 
motherhood role. 
Phase caring for the self; `Some of the Christian sisters, 
they’ve had depression symptoms 
and the church has taken it all 
away. So when you start to 
experience the symptoms of 
depression, to the people who 
have suffered from depression, 
you need to start hearing Christian 
music and pray to God. . . . So that 
is what has helped me so I don’t 
pay attention when I get those 
symptoms. I tell myself that this 
will not happen to me and it will 
pass. I lift my self-esteem 
myself.’(p. 545) 
Women`s first 
strategies to share 
their problems with 
trusted people. 
Lack of formal care leads to self-care 
practices such as religious practices as a 
source of strength, comfort, and 
healing.  
In addition to religion and prayer, 
mothers described an array of 
emotional, cognitive, and behavioral 
strategies to manage their PPD 
symptoms. Consisted of crying and 
releasing emotions, reaching out to 
family members, and talking to other 
mothers. 
`Interviewer: So tell me, what do 
you know about postpartum 
depression? 
Alicia: That it is real. It is real and 
all those men that get on TV and 
say, “Oh you don’t need to do 
this,” or, “You don’t need to do 
that,” or that “it’s not real,” I shun 
them. I shun them because they’ll 
never know how somebody is 
feeling after everything someone 
has been through. It is life 
changing.’(p. 546) 
The women’s cultural 
context was an 
essential factor in 
whether or how they 
sought help. 
(Bell et al., 
2016) 
Facilitators and Barriers for Use of 
Mental Health Care Services 
The first principal: 
Accessibility and Proximity 
`The other thing that might be a 
good idea ... webinars and 
Women found that 
post-childbirth care 
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Women preferred services that offered 
at home or close to their home but E-
health options like Wbinar was useful 
for isolated mothers. 
The other factors experienced by 
women: costs related to services, a 
perceived health care professional 
shortage, time and waiting at the 
hospital and difficulties obtaining 
reliable information as a barrier to her 
use of services. 
 
telediscussion ... for people who, 
like myself, feel isolated at home 
and would like to be able to at 
least speak to or read up on the 
different topics that affect new 
mothers.’(p. 653) 
 
`The specialist is the psychiatrist. 
But the psychiatrist is not readily 
available, and by the time you get 
that appointment 7-months later, 
things have manifested 
themselves to a different degree 
and you could have prevented the 
growth of whatever anxiety that 
the person had. You could have 
suppressed it earlier.’(p. 653) 
 
was difficult to 
access or did not 
address their 
problems. 
 The second principal: Appropriateness 
and Fit 
While women report the routine care 
that they received was mainly focused 
on the baby’s needs and healthcare 
professionals did not address their 
mental health needs at some point 
during the perinatal period. Women 
asserted that the gynaecologist was not 
sensitive or responsive to her mental 
health status.  
`I find they just like brush you 
off ... my gyne doctor, I thought 
she would help, she would 
understand, cause she works in 
the field. And instead she just like 
didn’t care. I honestly felt that she 






Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
The physical environment was a barrier 







`I felt everyone was looking at 
each other, myself included. I was 
looking at people I felt they were 
looking at me. I felt like everyone 
is probably wondering what is this 
person doing here and vice-versa. 
When you go up, especially to 
where her office is, the hallways 
are so tiny and sterile. I feel like 
it’s not warm and inviting.’(p. 654) 
 
Fear of judgment was 
the reason to hinder 
seeking help. 
 The third principal: Stigma 
Women who perceived being labelled 
with a mental health illness, it played a 
role as a barrier to their access of 
mental health services. 
`I’m like I don’t wanna be labeled 
you know. It’s like you always feel 
like you’re being labeled as a 
psychiatric patient.’(p. 655) 
Fear of being judged 
prevented women 
from seeking help. 
 The forth principal: Encouraged by 
Significant Others to Seek Help 
Women encouraged by family to seek a 
help.  
`But I have even talked to my 
husband, I told him what they gave 
to me. He said, “okay, it could be 
good, you lose nothing, call. You 
don’t feel good, call.”(p. 655) 
 
Family and friends 
could be influenced 
to choose to seek 
help or not. 
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Women mentioned lack of 
understanding and support by partner 
and family was a barrier to seek help. 
`My mother doesn’t want to look 
after the baby so I can see my 
psychologist. She believes I don’t 
need it. I have no support from her 
for this.’(p. 656) 
Family and friends 
could be influenced 
to choose to seek 
help or not. 
Women asserted that an existing 
relationship with a healthcare 
professional was a facilitator to use 
mental health services.  
`So we need to have a close 
relationship with healthcare 
providers, a really close 
relationship with healthcare 
providers, at least one, to have 
access to ... So you have a better 
surveillance of your health 
problems.’(p. 656) 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
The fifth principal: personal 
Characteristics 
Indecision about following through 
with treatment: Women noted that 
indecision about following through with 
treatment as a barrier to take care.  
`I don’t think I ever would have 
went back anyways. Not because 
of them, they were very nice. 
Maybe more because of me. I just 
didn’t know what I wanted at the 
time and I didn’t know what I 
wanted to get out of it. I didn’t 
know what was going on.’(p. 656) 




women did not seek 
help.   
A belief they can manage symptoms on 
their own Women believed that they 
can manage symptoms on their own.  
`I don’t know. Like to start, I’m not 
one to go to people when I need 
like help in the first place. I can 
really just go to husband or my 
sister. So I won’t open up to my 
own friends. I won’t, I don’t know 
if I’d even go to a psychologist and 
like freely talk about myself ... In 
general, I really don’t think so .’(p. 
656) 
Category 1 - Women 
did not seek help 
because they 
accepted problems as 






The first core themes: Inevitable and 
disappointing problems 
Women did not seek 
help because they 
accepted problems as 
a part of the 
motherhood role. Women acquiesced in the problems and 
accepted the problems as normal not as 
ailment or disease. 
`I simply thought: the urinary 
incontinence is just part of it. Your 
whole body is turned inside out 
after delivery anyway. So I thought 
it’s just part of the game.’(29 
years, uncomplicated home 
delivery, first child).’(p. 408) 
Women asserted that the problems 
were worse than expected.  Especially, 
the post-delivery genital pain was worse 
than they had anticipated.    
‘Well, actually I never knew you 
could have so much pain. I knew 
you’d have some pain. Nor did I 
know you’d be unable to control 
urine loss. I never knew that.’(19 
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years, vacuum extraction hospital 
delivery, first child).’(p. 408) 
 
 The second core themes: Natural 
recovery  
 Women did not seek 
help because they 
accepted problems as 
a part of the 
motherhood role. 
 
Women believed that their problems 
gradually decreased. They hoped that 




‘It’s like there’s a train that’s 
driven right through you. I 
understand that your body needs 
time to recover. If I just look after 
myself properly and don’t neglect 
my body, I expect this prolapse 
won’t be so painful after a while’. 
(34 years, uncomplicated hospital 
delivery, second child) ‘I handled it 
[urinary incontinence] without 
making much of a fuss. It’ll pass 
off, I suppose.’(34 years, 
uncomplicated home delivery, 
fourth child).’(p. 409) 
 
Some of the women indicated that they 
have the more important thing on their 
mind, so their priorities are not their 
health. 
‘When you’ve just had a delivery, 
you’ve got a thousand things on 
your mind and you’re a bit of a 
scatterbrain. So to be honest, I 
wasn’t really thinking about my 
problem holding my stools in, as I 
had more important things on my 
mind. I just thought: it’ll be all 
right.’ (23 years, vacuum 
extraction hospital delivery, first 
child).’(p. 409) 
 
Women did not seek 
help because they 
accepted problems as 
a part of the 
motherhood role. 
 
The third core themes: 
Feelings of shame 
 Fear of being judged 
prevented women 
from seeking help. Feeling of shame mentioned by women 
as a reason to hinder help-seeking or 
just talked with family and friends. 
Talking about pelvic issues considered 
as a taboo. 
‘You know, sometimes I’m chatting 
with a friend who also has young 
children. But still, haemorrhoids 
are out of bounds, you know, 
they’re not really a topic of 
conversation. And I have to admit I 
find haemorrhoids a pretty 
embarrassing thing to have’. (34 
years, uncomplicated hospital 
delivery, second child) ‘So you’re 
thinking to yourself, I hope nobody 
else will smell it [loss of urine]. It 
does make you feel 
uncomfortable.’(37 years, 
uncomplicated home delivery, 
second child).’ (p. 409) 
 
Several women declared 
embarrassment as a barrier to seeking 
help.  
But they agreed that if the healthcare 
providers asked them the direct 
‘I think asking direct questions 
about it [pelvic floor problems] is a 
good idea. For when they ask you 
an open question, perhaps it’s 
difficult to mention the subject, 
Fear of being judged 
prevented women 
from seeking help. 
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question about pelvic floor problems, it 
would be helpful for women that these 
are a normal subject to talk about to 
your doctor.     
especially when you’re 
embarrassed or you’re not sure 
whether this is normal or not.’(32 
years, uncomplicated hospital 
delivery, first child).’ (p. 409). 
‘I think asking direct questions 
about it [pelvic floor problems] is a 
good idea. For when they ask you 
an open question, perhaps it’s 
difficult to mention the subject, 
especially when you’re 
embarrassed or you’re not sure 
whether this is normal or not.’(32 
years, uncomplicated hospital 
delivery, first child).’ (p. 409) 
Women asserted that their self-image 
negatively affected and no control over 
their body. 
‘When you’ve just delivered a 
baby, you’re dirty. You’re losing a 
lot of blood, you’re wearing giant 
nappies in your knickers, and 
you’re wearing giant knickers for a 
start. You’ve got a big fat 
blubbering belly, and your self-
esteem is flat as a pancake. If on 
top of that you wet yourself and 
you’ve got haemorrhoids, this 
doesn’t make it any easier, you’re 
no longer what you used to be. It 
really affects your self-
confidence.’(31 years, 
uncomplicated hospital delivery, 
second child).’ (p. 410). 
Fear of being judged 
prevented women 
from seeking help. 
The fourth core themes: 
The role played by initiates and help-
seeking behaviour 
Family and friends 
could be influenced 
to choose to seek 
help or not. Women searched help from the group 
of initiates:  female relatives or close 
female friends who had already had 
deliveries. They convinced by initiates 
that it is the normal process of 
childbearing.   
‘No, I didn’t call in medical help 
because my relatives, especially 
my mum and my gran, said that it 
would just pass off. So I was like if 
my mum and my gran say so, it’ll 
be all right’. (23 years, vacuum 
extraction hospital delivery, first 
child) ‘Well, because several 
women told me they lose a little 
urine sometimes. So I feel I’m not 
the only one and that this is quite 
normal.’(28 years, uncomplicated 
home delivery, second child).’(p. 
410) 
The fifth core themes: 
Lack of information about pelvic floor 
dysfunction 





 Women mentioned that they did not 
have any information about pelvic floor 
problems such as the relation between 
vaginal flatulence, constipation, sexual 
dysfunction, and reduced pelvic floor 
support function. 
‘I was very happy when I read that 
vaginal flatulence existed because 
I thought it was impossible, but it 
was possible indeed! Well, I don’t 
know what’s causing them, but I 
do think they’re a pretty nuisance’. 
(36 years, uncomplicated hospital 
delivery, second child) (p. 410) 
 
I don’t really understand the 
constipation. You see, that I’m not 
feeling the flatulence that has got 
something to do with pelvic floor 
weakness, but why I have 
constipation? I don’t know’.(35 
years, uncomplicated home 
delivery, second child) .’ (p. 410) 
 
women did not seek 
help.   
They asserted that health care providers 
did not inform them about pelvic floor 
dysfunction and treatment options. 
‘So I think that’s very odd, that this 
midwife told me nothing about the 
pelvic floor during my pregnancy. 
She only said something about it at 
a check-up visit when I mentioned 
that I had such a heavy feeling. So 
it turns out that’s your pelvic 
floor’!(35 years, uncomplicated 
home delivery, second child).’(p. 
410) 
 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
Some women who agreed about doing 
exercise to help or remedy the 
problems but they did not know what 
exercises they have to do nor did they 
know how to do them. 
‘Well, I thought to myself 
sometimes: am I doing this right? 
For you might be training as much 
as you like and then find out 
afterwards that you’re not doing 
the right exercises. So this would 
have no effect at all: you’d be 
training the muscles in your 
buttocks instead of the proper 
ones in your pelvic floor.’ (32 
years, vacuum extraction hospital 
delivery, second child).’ (p. 410) 
 




women did not seek 
help.   
    
(Goyal et al., 
2015) 
The second themes: 
maternal mental health help-seeking 
behaviour 
  
Seeking professional help as a last 
resort 
 Women`s first 
strategies to share 
their problems with 
trusted people. 
Mothers would share their problems if 
they could not cope with that.  
‘I would talk to my husband and 
my family about it.  … if I really felt 
like I wanted to harm my baby or 
myself, then I would definitely 
seek help, because that is not 
acceptable to me.’ (p.259) 
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Help-seeking influenced by generation 
values 
Women`s first 
strategies to share 
their problems with 
trusted people. 
Mother` the different view about 
mental help-seeking lead to women 
prefer shared the problems with their 
age person.  
‘I think friends, if they are my age 
group… they do understand that 
you need to be treated… if it is a 
senior family member, they would 
just shun it and they would say, 
oh, there`s nothing wrong with 
you. Look at someone else whose 
situation is much worse. I think 
that`s the way they look at it and I 
don’t think take depression as 
something serious. They think the 
fault is in you.’(p.259). 
I think in my parents` generation, 
the generation born in India, I 
think they probably just don`t see 
the importance of mental health. I 
think in my generation we`re sort 
of a do-it-yourself generation, so 
we`ll try to do what we can on our 
own, and then if it doesn`t work, 
go and see a therapist.’ (p.260) 
Importance of mental healthcare 





Women declared that it is essential to 
find mental healthcare providers who 
understand the culture. 
‘Yeah, I think they (the therapist) 
should know about our culture. 
Yeah. I mean, I think our culture, 
and how we were brought up, it 
plays a role in our life. So, if at all 
they are seeking help, I think they 
(therapists) should consider all 
those factors, how we were 
brought up.’ (p.260) 




strategies to share 
their problems with 
trusted people. Women mentioned that they prefer 
try alternative ways to resolve their 
problems such as talking to friends 
or seeking non-medicine methods.   
‘I think it could be taking time to 
talk with my friends about it. I 
think it could also be non-
medication supplements maybe, 
all natural supplements, Ayurcedic 
supplements, homeo-pathic 
supplements.’ (p.260) 
STigma as a barrier to obtaining mental 
health care  
 Fear of being judged 
prevented women 
from seeking help. Working women worried about the 
stigma to find mental health care.  
‘I`d think twice because there`s 
always a stigma, if you`re working, 
what if there`s a depression 
attached to your charts…But, you 
know, generally I wouldn`t like to 
be labelled a depressed person or 
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someone with a psych disorder.’ 
(p.260) 
Wanting to seek mental healthcare 
anonymously  
Women`s first 
strategies to share 
their problems with 
trusted people. 
Women had the desire to seek mental 
health care anonymously. 
‘There are quite a few forums, I 
could log into (HMO) and 
anonymously seek some 
advice…But I don’t want to identify 
myself, but I still want advice’ 
(p.260) 
(Merry et al., 
2011) 
The first themes: 
Isolation 
Women reported being separated from 
family and friends, felt isolated and “no 
one to help” her. 
“She is here as a refugee. She 
came alone and left her husband 
and 2 yr old child in China. She 
only speaks Mandarin. Mother is 
living in a small apartment with 4 
other families she does not know - 
Mom claims none of them are her 
friends and they do not help her. 
No help, not enough food and not 
aware of social resources.” (24 
y.o., China, 1 yr 4 mos in Canada)‘’
(p.287)
Women`s first 
strategies to share 
their problems with 
trusted people. 
The second themes:  
Language barriers 
Immigrant women could not 
communicate well in English or French 
and their partner wasn’t flue in the 
second language.  Interpreters were not 
available and women could not easily 
express their concerns or understand 
teaching and information given. 
“The woman claims the social 
worker told her she has to 
research [English] classes on the 
internet herself. The woman paid 
someone to interpret at her 
[prenatal] visits. Public health 
nurse called to check on mom and 
baby but there was no interpreter 
so they were not able to 
communicate.” (26 y.o., Mexico, 8 
mos in Canada, Toronto). (p.288) 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
The third themes: 
Low health literacy 
Women lacked knowledge about self-
care and baby care due to language 
barriers, teaching was poorly 
understood or not provided. 
“Mother has had no nurse [visit] 
yet. She is a new mother who has 
very little info, intensive teaching 
had to be done... 
breastfeeding…mother does not 
know why she has to give vitamin 
D.” (25 y.o., Mexico, 1 yr in 
Canada). (p.288) 




women did not seek 
help.   
The forth themes: 
Lacking psychosocial assessments, 
support and referrals 
There was a lack of psychosocial 
assessments and support for PPD or 
abuse.  
“She did not mention it [skipping 
meals] because the [nurse] had 
not asked.” (33 y.o., Congo, 1.5 yrs 
in Canada, Montreal) 
“She [the mother] was unaware 
that there are health professionals 
who deal specifically with this type 
of abuse. She has never had any 
Women found that 
post-childbirth care 
was difficult to 




counselling.” (25 y.o., Mexico, 11 
mos in Canada, Toronto) 
 
 The fifth themes: 
IFHP is limited and confusing 
It was unclear to women and health 
care professionals which services were 
covered the Interim Federal Health 
Program (IFHP). 
The following research nurse 
excerpts illustrate these 
challenges: “The doctor sent her 
[mother] for blood tests and did 
not tell her that they are not 
covered by insurance…” 
“Mom has lost her documentation 
[IFHP]. Her social worker is helping 
her to get it replaced, but have not 
been successful. Mom is 
concerned she may not have 
access to healthcare for herself at 
present…” (30 y.o., Nigeria, 10 mos 
in Canada, Toronto) 
“Paediatrician refused to see baby 
because she had no medicare. One 
month later the paediatrician gave 
her an appointment but when 
mother said she still had no 
medicare then he cancelled it.” (36 
y.o., Mexico, 6 mos in Canada, 
Montreal) 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
    
(Park et al., 
2017) 
The first themes: 
perceptions of the aetiology of 
sadness/depression 
 Women did not seek 
help because they 
accepted problems as 
a part of the 
motherhood role. 
 
 Women mentioned that the 
conventional gender role for the woman 
serves as a contributor to 
sadness/depression. They expected 
instrumental and emotional support, as 
well as sympathy to help alleviate the 
stress, and ultimately, feelings of 
sadness/depression. 
‘I think sometimes we’re not 
allowed to express our feelings. . . . 
And women, even in the family 
life, they are supposed to be 
submissive. And men are the ones 
that are dominant. So they can do 
whatever they want, and for 
women, it’s like a second class. For 
example, in my family ...we’re 
supposed to be like obedient and 
do whatever our parents say, 
whatever adult people say. They’re 
right all the time.’ (p. 436) 
 
Women`s role in families was prone to 
depression.  
‘Oh, that’s the woman. That’s the 
mother’s job. That’s why it’s hard 
sometimes. That’s why I feel 
depressed. . . . Because I have to 
take care of the baby and do all 
the household work. That’s 
another thing that contributes to 
the depression . . . I think the men 
need to be more supportive.’ (p. 
436) 
 
The second themes: ‘I think our Vietnamese never 
come to those services. Our 
The women’s cultural 
context was an 
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Barriers to help-seeking:  cultural 
barriers such as stigma and the lack of 
culturally appropriate care 
Most of the women stated that the lack 
of culturally appropriate care is a 
barrier, so they culturally were "not 
seeking care". 
Vietnamese are very strong. 
American always comes to see 
counsellors. Majority of our 
Vietnamese don’t come to see 
these professions. I have a strong 
mind. I am sad, but I don’t need to 
see them.’ (p. 437) 
essential factor in 
whether or how they 
sought help. 
(Sword et al., 
2008) 
The first themes: 
Individual-Level Barriers 
Normalizing of symptoms 
Women thought that the symptoms are 
relate to motherhood or baby blue.  
‘It [probable depression] was just a 
shock to me. I mean I didn’t notice 
I had it. I was just crying. I thought 
I had the baby blues, that’s all. I 
was just crying for no reason, 
arguing with my husband, you 
know, yelling at my kids for no 
reason, taking everything out on 
everybody and I just didn’t know 
why, and so you know she gave 
me the test [EPDS] and she said do 
you know that you have 
postpartum depression, I’m like, 
oh, I didn’t know that. It was 
shocking.’ (p. 1165) 
Women did not seek 
help because they 
accepted problems as 
a part of the 
motherhood role. 
Limited understanding 
Women could not understand that their 
symptoms are related to depression and 
must seek help. They found help if they 
had thoughts of self-harm.  
‘People say that after having a 
baby . . . the iron level is low and 
other things, the hormone system 
changes, so you are depressed and 
frustrated and that remains for a 
few days or just for 1 or 2 weeks 
and after that it goes by itself, you 
don’t need to do anything.’ 
‘Um, just I didn’t understand what 
was going on, you know what I 
mean? Like I knew . . . I suffered 
from anxiety prior to being 
pregnant and I was taking 
medication. I came off the 
medication because of the 
pregnancy. But then at that point 
when we figured out that maybe I 
could have been experiencing it 
[depression] when this nurse was 
here, I just like, ok, so? I didn’t 
know what it was, whether it was 
anxiety or depression. That’s why I 
was confused. Do you know what I 
mean? The baby blues, I didn’t 
know.’ (p. 1165) 




women did not seek 
help.   
Waiting for symptom improvement ‘I just told him [husband] if I’m not 
myself within 3 weeks, you know, 
Women did not seek 
help because they 
281
Because women regarded their 
symptoms as normal or limited 
knowledge, they talked about waiting to 
seek care.   
back to myself, and you can let me 
know to do something. . . . I just let 
the first couple of weeks go and 
then I figured if it persisted after 3 
weeks I’d talk to somebody else 
about it.’ (p. 1166) 
accepted problems as 
a part of the 
motherhood role. 
Discomfort discussing mental health 
concerns 
Women explained `discomfort’ to 
discuss their mental symptoms with 
health care providers and some of them 
described depression make them `feel 
weak’. 
‘Well, for me it is just something 
very private because to me, it’s 
just weakness. . . . And I don’t like 
to feel weak, like I can’t handle 
something. For myself, I’ll get over 
it, where I know other people get 
into that psychosis and they can’t 
get over it and I don’t fault them 
for that. What I fault is myself for 
feeling weak. . . . I just don’t like to 
feel this oh, I can’t do it. I hate 
feeling like that, you know.’ (p. 
1166) 
Fear of being judged 
prevented women 
from seeking help. 
Fears 
Women were worried future career and 
labelled as ‘bad mother’ and fear about 
child apprehension. 
‘I’m afraid if, you know, if my 
mental condition is not good who 
is going to hire me? They always 
take, you know, they usually take 
your health information from your 
doctor, right?”(p. 1166) 
I hold him and I feed him and I 
change him, but I’m not happy, 
and I felt so guilty about that and 
that was kind of hard to admit to 
people because, you know, I was 
so afraid I’d be seen as a bad 
mother, you know. And that was 
hard to even admit to [my] 
husband that I don’t feel happy, I 
have this beautiful baby but ‘ I’m 
not happy ’.(p. 1166)  
Well, I was nervous about it at 
first. I didn’t really want to go 
because I didn’t want anyone to 
think I was crazy. And I know 
postpartum depression some 
people get like postpartum 
psychosis and I was worried that 
they would think that that was me 
or that they might take my kids 
from me if they knew I was 
depressed’.(p. 1166) 
Fear of being judged 
prevented women 
from seeking help. 
The first themes: 
Individual-Level Facilitator 




women did not seek 
help.   
Symptom awareness 
Women who informed by care providers 
or the previous experience about the 
‘I figured I did. . . . I wasn’t sleeping 
well. I was up most of the night 
even when the baby was asleep. I 
was getting really, really moody 
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symptoms of depression were keen to 
find help.  
and really depressed, and really 
anxious and crying quite often for 
no really good reason ’.(p. 1166)  
‘I wasn’t surprised. . . . I knew that 
I was definitely high risk because 
of my history, I’ve a long history 
with depression. Um, and 
throughout the pregnancy, um, I 
was seeing my psychiatrist and, 
and I was getting ready like 
reading literature on it, the 
symptoms and everything, so I was 
well aware that it could happen 
and I knew what to expect. So I 




Not feeling like oneself 
Women who felt not feeling 
themselves, then they sought help.  
‘just feeling really run down a lot 
and not feeling myself like, just 
don’t enjoy a lot of the stuff that I 






Women did not seek 
help because they 
accepted problems as 
a part of the 
motherhood role. 
 The second themes: 
Social Network–Level Barriers 
 Family and friends 
could be influenced 
to choose to seek 
help or not. 
Normalizing of symptoms 
women asserted that their symptoms 
normalized by family and friends or  





‘I had called my mom to tell her 
like I’m not feeling and I was crying 
and stuff, she just like brushed it 
off. . . . And I’m like, no, this is 
really bad, like I don’t feel like 
myself. And she said, well, you’ll 
get used to it. They kind of 
brushed it off. . . . So it was just 
even me trying to explain or trying 
to talk to them just didn’t, they 
don’t believe in it. Even like when 
someone wasn’t listening to me 
that even added on because I’m 
like well, maybe I’m just crazy, like 
why am I not like feeling bonded 
with my daughter ’.(p. 1167) 
 
limited understanding 
Lack of knowledge about depression 
among family and friends was a barrier 
to seek help. 
 
‘My mom and mother-in-law, they 
don’t really understand, especially 
because they’re kind of old world, 
they would just say things like, oh 
how can you not be happy, look at 
this beautiful baby, and that would 
just make me feel worse ’.(p. 
1167) 
‘Like I think he [husband] 
understands it, you know, when 




women did not seek 
help.   
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you have a baby you’re tired and 
you’re up all the time and you’re 
emotional and this and that, but I 
don’t think he understands that 
those can also be symptoms of 
something else. I think he just 
thinks it’s just what happens when 
you have a baby and that, you 
know, it’s just, it happens to 
everybody, you’ll snap out of it 
kind of thing ’.(p. 1167) 
The second themes: 
Social Network–Level facilitators 
Encouragement to seek care 
Women were encouraged by partner 
and parents to seek help. 
“Really didn’t even want to tell 
anybody about it” but her “mom 
and my boyfriend talked [her] into 
it [seeking help].” 
‘Yeah, well every time I have a bad 
day like yesterday, my husband 
will say you need to call [women’s 
health clinic], you need to call, you 
know. And I actually had wanted 
to call her yesterday because she 
had said if it gets bad before your 
appointment, come in. You know, 
give me a call and we’ll get you in 
sooner’.(p. 1167) 
Family and friends 
could be influenced 
to choose to seek 
help or not. 
Expressing worry and concern 
family and friends were concern about 
the women`s mental health and 
convinced them to seek help. 
‘I was a little concerned about it, 
because my husband really 
worries, and when we were, when 
we were looking through all the 
information on postpartum 
depression and postpartum 
psychosis, some of it was really 
scary. And we were both terrified 
that I would, um, have some of the 
psychosis in which case he 
certainly couldn’t go to work and 
he’d be afraid. I was afraid, you 
know if I had psychosis, if I start to 
hallucinate or anything, I don’t 
want to end up a headline, right? 
(p. 1167) 
Family and friends 
could be influenced 
to choose to seek 
help or not. 
The third themes: 
Health Care System–Level Barriers 
Offering of unacceptable interventions 
Disconnected care pathways   
Women mentioned the timing issues 
such as long wait times and limited 
service availability were the reason for 
disconnected care pathways.           
‘The fact that it [support group] 
doesn’t run in the summer doesn’t 
make a lot of sense. A woman 
delivers in the summer and she, 
you know, is having the 
depression, is she supposed to 
Women found that 
post-childbirth care 
was difficult to 




wait until the fall to get help? ’. (p. 
1169) 
 
The third themes: 
Health Care System–Level facilitators 
  
Having established and supportive 
relationships 
Established relationship with health 
care providers helped women to seek 
help.   
The importance of comfort was 
highlighted.  
‘I had been involved with the 
[clinic] already. My obstetrician 
referred me there as I was a 
candidate. I had depression. I had 
a series of depression so she 
actually referred me there. So I 
was aware that I was already 
feeling that way and um, yes, blue 
for sure. . . . I had already 
established a relationship with 
[the clinic] so the counsellor I was 
seeing there was, I mean, available 
at any time and I felt that was 
good and I also had a good rapport 
with my doctor, so I was alright. 
“I’m not one to easily open up, so 
if I don’t feel comfortable with 
someone there’s no way I’ll talk 
about how I feel.” (p. 1169) 
 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
 Outreach and follow-up 
Follow-up by care providers and was an 
important role in receiving care among 
women.  
‘She [nurse] has called on a couple 
of occasions. There was an 
appointment that I had missed 
that she was really concerned that 
I wasn’t there, but I had forgotten 
about it. I guess they sort of worry 
if you’re just not going because 
you don’t want to, whatever. She’s 
been good with following up with 
me and giving me possible options 
for help. (p. 1169) 
 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
Legitimization of postpartum 
depression 
women reassured when care providers 
told them it is postpartum depression 
and she “wasn`t crazy”  
‘I went in really nervous and I told 
her [the nurse] flat out I wasn’t 
crazy and she kind of started 
laughing and she said I wasn’t 
crazy. That means a lot. It’s better 
when the psychiatrist said I wasn’t 
crazy, that helps even more . . . he 
thought my problem was that I did 
have postpartum depression, but I 
also had severe anxiety which can 
make it even worse’. (p. 1169) 
 
Fear of being judged 
prevented women 
from seeking help. 
Timeliness of care 
Women dissatisfied from the time that 
they must wait for getting an 
appointment if needed. 
“[I] called them and told them I 
was referred by a public health 
nurse and she called me back like 
10 minutes later and I had an 
appointment for me for like 3 days 
after that and I went” and “After 
she got the results of the 
Women found that 
post-childbirth care 
was difficult to 




questionnaire [EPDS] she said no, 
you need to be seen. And I can’t 
tell you how quickly it 
happened. . . . I’m sure it was just 
a matter of days or the next day.” 
(p. 1170) 
(Wittkowski 
et al., 2012) 
The first main core; internalising misery 
(the experience of depression) 
The women’s cultural 
context was an 
essential factor in 
whether or how they 
sought help. 
Women`s religious and cultural 
practices did not encourage them to 
engage with their thoughts and feelings. 
‘Religion (Islam) says it is like 
Waswasah (evil satanic whispers), 
do you know what Waswasah is? 
In our religion we call it satanic 
whispers, and we pray to our god 
to make them go away. We 
shouldn’t think about them. I pray 
Namaaz [a particular prayer] and I 
feel better for a while, and then I 
start thinking again’. (p. 485) 
The second main core;  
Others will judge me and I feel like I am 
on my own 
Women`s first 
strategies to share 
their problems with 
trusted people. Mothers illustrated concepts of the 
“impact of PND on others” as well as 
the “lack of support for the mother”. 
Feelings of “being isolated” were also 
expressed. 
‘My parents didn’t have a clue as 
to what was going on when it all 
started so it was just as frightening 
for them. They were not sure how 
best to help me or who to turn 
to ’. (p. 486). 
‘My husband just don’t understand 
how I feel, everybody just keep 
saying Dimaak kharaab hai [mind is 
not working properly], please 
help ’. (p. 486) 
Women felt isolation and desperate for 
support and did not know who to turn 
to or what services they could expect in 
the postpartum period. 
‘I need help and support zarroorat 
hey [desperately needed], my 
husband left me in pregnancy, and 
I have no-body, my family are in 
India. I can’t speak English 
properly, and I can’t read English 
to fill out forms. My GP says go the 
HV and HV says go to GP. I don’t 
know what to do, I need help, 
don’t know where to go, or who to 
turn to ’. (p. 487) 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
The third main core: 
I go and talk to my health professional 
and they don’t understand 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
Women reported lack of input from 
services and concepts like 
‘I got answers from professionals 
like, there is nothing wrong with 
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“discrimination and stigmatisation”, 
“language and communication barriers”, 
and “cultural and religious insensitivity” 
mentioned as barriers to and from 
services.  
you, go back home stop disturbing 
us, basically you are wasting our 
time, and they were horrible. It 
was a Doctor that said that to me, 
my husband was sat with me that 
day as well. I don’t know if they 
would have said that if I was 
white ’. (p. 487) 
‘In Pakistan we only saw lady 
professionals, but here you don’t 
have a choice, you have to see the 
men as well otherwise you don’t 
get to see a doctor. My husband is 
always at work so he can’t come 
with me, I feel very 
uncomfortable.’ (p. 487) 
‘There is a huge stigma of being 
mentally ill in the public, but for us 
Asians there is a double 
disadvantage. I really fear that 
work will find out’. (p. 487) 
(Wuytack et 
al., 2015) 
The first themes:  
‘They didn’t ask, I didn’t tell’ 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
Category one: Lack of follow-up after 
birth 
Women would like to have more 
support and advice in hospital after the 
birth and more follow-up care later on. 
‘Before you have the baby you 
have so many check-ups and you 
have scans and everything, there is 
a fantastic support system, but 
once you’ve had the baby it’s like 
you’re left to your own devices.’ 
(p. 9) 
Category two:  Healthcare 
professionals ignore it 
Women mentioned that healthcare 
professionals did not ask them about 
their symptoms and it would be 
acceptable if they asked questions that 
are more specific about their health 
issues.    
‘I suppose the 6-weeks check; I 
was quite surprised by just how 
basic it was, and I know a lot of 
friends have said the same. There 
is no kind of like real physical 
proper check. But I would feel that 
a lot of, even friends with things 
that are unaddressed, because it’s 
a fairly just ‘Ok, fine, see you now’. 
They didn’t ask specific questions 
and it was very quick and very 
minimal. If you said you were fine, 
you were fine..’ (p. 10) 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
They mentioned that health care 
providers did not ask anything about 
their problems.  
‘But I think, they were not 
conscious of me having pain and 
there are days I think; ‘Was I 
stupid never to tell?’, but I don’t 
have anything to compare it to so I 
was like ‘That’s part of giving birth 
I presume?’ because I didn’t know; 
it’s my first baby so I didn’t know 
any different. When I went to the 
Women found that 
post-childbirth care 
was difficult to 




2-week and 6-week check, the
doctor never asked me; he just
said ‘how was I?’ and I said I was
fine, I didn’t say anything. It was all
about my baby. ’ (p. 10)
The second themes:  
Seeking advice and support 
Women`s first 
strategies to share 
their problems with 
trusted people. 
Talking to others 
Most of the women did not seriously 
talk about their problem with partner. 
Some of them talked with family and 
friends and the rest did not disclose 
their problem with the others not want 
it to become ‘the thing’. 
‘He is aware I still have pain. We 
don’t really talk too much about it, 
but it’s still there, and he is very 
supportive anyway. ’ (p. 11) 
Triggers to seek help 
Women were encouraged by family and 
friends to seek help.  
‘Well, I probably wouldn’t have 
gotten help if my husband and 
family wouldn’t have pushed it, 
but I’m glad they did. ’ (p. 12) 
Family and friends 
could be influenced 
to choose to seek 
help or not. 
Barriers to getting help 
Women explained some barriers to seek 
professional help: cost of cost of seeking 
private treatment, and finding the time 
and someone to care for the baby, 
uncertain from whom they should seek 
help and conflicting advice. 
‘I know I’m getting no kind of joy 
with my GP but I don’t know what 
the next step could be, what I 
could personally do with it, who I 
could go to with it. So, I don’t 
know; I’m kind of in limbo. I don’t 
know what the next step is. ’ (p. 
12) 
Women found that 
post-childbirth care 
was difficult to 
access or did not 
address their 
problems. 
The third themes: 
Coping strategies 
Women`s first 
strategies to share 
their problems with 
trusted people. 
Self-management strategies 
Women applied various coping 
strategies: avoiding or adapting 
provocative activities, being mindful of 
their posture, wearing comfortable 
shoes, storing items at a height and lose 
weight, considered exercise, which was 
challenging to find balance. ‘Trying not 
to think about it’ was the main coping 
strategy among women. 
‘Exercise is good and it’s not sore 
when I do it, well, it depends for 
how long. Particularly softer 
ground is better than concrete. I 
can really find it hurting when I’m 
walking on concrete. ’ (p. 12) 
Pain Medication & Treatments 
Women applied different ways to 
manage their pain such as took 
painkiller or other remedies such as 
hot/cold packs, hot baths or 
supplements, attended a postnatal 
physiotherapy class at the hospital and 
private physiotherapists, chiropractors 
or osteopaths.  
‘I cut down on the pain relief so it’s 
not as much; I’m glad I got off 
Solpadine because that was quite 
harsh on the system. Panadol is a 
little bit softer but obviously if it’s 
a bad day you still need it.’ (p. 12) 
Women`s first 
strategies to share 
their problems with 
trusted people. 
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Appendix V. Synthesis Summary 
Synthesis statement 1- 
Author Finding Illustration 
Category 1 - Women did not seek help because they accepted problems as a part of the motherhood role. 
(Abrams et al., 
2009) 
Women asserted that being a good 
mother means that they didn't get 
depression and depression cannot happen 
for strong mothers. 
`Well I would listen to others say that when 
they had a baby they would get depressed 
but I think no that’s not true since that had 
never happened to me. They’re exaggerating. 
I would think they were immature . . . that’s 
what I thought.’ (p. 541) 
(Abrams et al., 
2009) 
All participants initially minimized, 
normalized or hide their symptoms from 
themselves and others believing it was 
normal or demonstrated they were not 
good mothers or were. 
  `Well, that’s not postpartum, you know.’ . . . 
I guess, I couldn’t decipher completely what I 
was going through. . . . I was thinking at first, 
“Well you know, you just had the baby, 
relax.’(p. 540) 
(Abrams et al., 
2009) 
The unconditional admission of the 
maternal role of these mothers lead to 
them did not seek mental support.  
`Well its people that have had hard lives, 
life’s full of hardship that they don’t feel 
empowered that they can change those 
hardships in their life, and so they do the 
best they can, and they just have to do it all 
the time. No matter how bad it gets, that’s 
their approach to life because that’s how 
their life is.’(p. 545) 
(Bell et al., 
2016) 
Women believed that they can manage 
symptoms on their own.  
`I don’t know. Like to start, I’m not one to go 
to people when I need like help in the first 
place. I can really just go to husband or my 
sister. So I won’t open up to my own friends. 
I won’t, I don’t know if I’d even go to a 
psychologist and like freely talk about 
myself ... In general, I really don’t think 




Women acquiesced in the problems and 
accepted the problems as normal not as 
ailment or disease. 
`I simply thought: the urinary incontinence is 
just part of it. Your whole body is turned 
inside out after delivery anyway. So I thought 
it’s just part of the game.’(29 years, 





Women believed that their problems 
gradually decreased. They hoped that 
their problems will be resolved 
spontaneously.  
‘It’s like there’s a train that’s driven right 
through you. I understand that your body 
needs time to recover. If I just look after 
myself properly and don’t neglect my body, I 
expect this prolapse won’t be so painful after 
a while’. (34 years, uncomplicated hospital 
delivery, second child) ‘I handled it [urinary 
incontinence] without making much of a fuss. 
It’ll pass off, I suppose.’(34 years, 






Some of the women indicated that they 
have the more important thing on their 
mind, so their priorities are not their 
health. 
‘When you’ve just had a delivery, you’ve got 
a thousand things on your mind and you’re a 
bit of a scatterbrain. So to be honest, I wasn’t 
really thinking about my problem holding my 
stools in, as I had more important things on 
my mind. I just thought: it’ll be all right.’ (23 
years, vacuum extraction hospital delivery, 
first child).’(p. 409) 
(Park et al., 
2017) 
Women mentioned that the conventional 
gender role for the woman serves as a 
contributor to sadness/depression. They 
expected instrumental and emotional 
support, as well as sympathy to help 
alleviate the stress, and ultimately, 
feelings of sadness/depression. 
‘I think sometimes we’re not allowed to 
express our feelings. . . . And women, even in 
the family life, they are supposed to be 
submissive. And men are the ones that are 
dominant. So they can do whatever they 
want, and for women, it’s like a second class. 
For example, in my family ...we’re supposed 
to be like obedient and do whatever our 
parents say, whatever adult people say. 
They’re right all the time.’ (p. 436) 
(Park et al., 
2017) 
Women believed that their conventional 
role in families was prone to depression. 
‘Oh, that’s the woman. That’s the mother’s 
job. That’s why it’s hard sometimes. That’s 
why I feel depressed. . . . Because I have to 
take care of the baby and do all the 
household work. That’s another thing that 
contributes to the depression . . . I think the 
men need to be more supportive.’ (p. 436) 
(Sword et al., 
2008) 
Because women regarded their symptoms 
as normal or limited understanding, they 
talked about waiting to seek care.   
‘I just told him [husband] if I’m not myself 
within 3 weeks, you know, back to myself, 
and you can let me know to do 
something. . . . I just let the first couple of 
weeks ago and then I figured if it persisted 
after 3 weeks I’d talk to somebody else about 
it.’ (p. 1166) 
(Sword et al., 
2008) 
Women who felt not feeling themselves, 
then they sought help.  
‘just feeling really run down a lot and not 
feeling myself like, just don’t enjoy a lot of 
the stuff that I used to do before the baby 
came’.(p. 1167) 
(Sword et al., 
2008) 
Women thought that the symptoms are 
relate to motherhood or baby blue.  
‘It [probable depression] was just a shock to 
me. I mean I didn’t notice I had it. I was just 
crying. I thought I had the baby blues, that’s 
all. I was just crying for no reason, arguing 
with my husband, you know, yelling at my 
kids for no reason, taking everything out on 
everybody and I just didn’t know why, and so 
you know she gave me the test [EPDS] and 
she said do you know that you have 
postpartum depression, I’m like, oh, I didn’t 
know that. It was shocking.’ (p. 1165) 
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Category 2 - Women`s first strategies to share their problems with trusted people. 
(Abrams et al., 
2009) 
Women after initial hesitation, asked 
mostly trusted family members who also 
normalised symptoms, most also 
encouraged them to seek help from 
professionals.  
`At least my husband when I tell him, “I feel 
bad, I feel sad,” he tells me, “You want to 
take a walk somewhere?” or “Do you want to 
do something?” or “Do you want to be 
alone?” He always says, “But, who do we 
ask? Who do we ask? Next time you go to 
the doctor ask him about how you’re feeling.’ 
(p. 542) 
(Abrams et al., 
2009) 
Depressed mothered suggested to 
“counselling with a professional,” “talking 
to someone,” or “seeing a professional”   
`The best thing you can do to deal with 
depression is to talk about it. Find somebody 
that you trust, not just someone to be talking 
[to], find someone you can trust or seek 
professional help because it will help. 
Depression is really, really something that is 
difficult to deal with.’(p. 544) 
(Abrams et al., 
2009) 
Women preferred to talk about their 
problems with the “ideal” person to listen 
to their problems. 
`As long as they’re [providers] a person. . . . 
Like now, today, it’s like you’re here. You 
couldn’t tell you’re a psychologist you just 
look like a regular woman, just coming just to 
listen . . . and I wouldn’t like somebody all 
dressed up and looking like, you know what 
I’m saying? Just looking like they’re doing an 
experiment you know, but just look like a 
regular person, just to listen.’(p. 543) 
(Abrams et al., 
2009) 
Lack of formal care leads to self-care such 
as religious practices as a source of 
strength, comfort, and healing.  
`Some of the Christian sisters, they’ve had 
depression symptoms and the church has 
taken it all away. So when you start to 
experience the symptoms of depression, to 
the people who have suffered from 
depression, you need to start hearing 
Christian music and pray to God. . . . So that 
is what has helped me so I don’t pay 
attention when I get those symptoms. I tell 
myself that this will not happen to me and it 
will pass. I lift my self-esteem myself.’(p. 545) 
(Goyal et al., 
2015) 
Mothers would share their problems if 
they could not cope with that. 
‘I would talk to my husband and my family 
about it.  … if I really felt like I wanted to 
harm my baby or myself, then I would 
definitely seek help, because that is not 
acceptable to me.’ (p.259) 
(Goyal et al., 
2015) 
Women had the desire to seek mental 
health care anonymously. 
‘There are quite a few forums, I could log 
into (HMO) and anonymously seek some 
advice…But I don’t want to identify myself, 
but I still want advice’ (p.260) 
(Goyal et al., 
2015) 
Women mentioned that they prefer try 
alternative ways to resolve their problems 
such as talking to friends or seeking non-
medicine methods.   
‘I think it could be taking time to talk with my 
friends about it. I think it could also be non-
medication supplements maybe, all natural 
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supplements, Ayurcedic supplements, 
homeo-pathic supplements.’ (p.260) 
(Goyal et al., 
2015) 
Mother`s view about mental help-seeking 
lead to prefer shared the problems with 
their age person.  
‘I think friends, if they are my age group… 
they do understand that you need to be 
treated… if it is a senior family member, they 
would just shun it and they would say, oh, 
there`s nothing wrong with you. Look at 
someone else whose situation is much 
worse. I think that`s the way they look at it 
and I don’t think take depression as 
something serious. They think the fault is in 
you.’(p.259). 
I think in my parents` generation, the 
generation born in India, I think they 
probably just don`t see the importance of 
mental health. I think in my generation we`re 
sort of a do-it-yourself generation, so we`ll 
try to do what we can on our own, and then 
if it doesn`t work, go and see a therapist.’ 
(p.260) 
(Merry et al., 
2011) 
Women reported being separated from 
family and friends leads to feel isolated 
and there is “no one to help” her. 
“She is here as a refugee. She came alone 
and left her husband and 2 yr old child in 
China. She only speaks Mandarin. Mother is 
living in a small apartment with 4 other 
families she does not know - Mom claims 
none of them are her friends and they do not 
help her. No help, not enough food and not 
aware of social resources.” (24 y.o., China, 1 
yr 4 mos in Canada) ‘’ (p.287) 
(Wittkowski et 
al., 2012) 
Mothers illustrated concepts of the 
“impact of PND on others” as well as the 
“lack of support for the mother”. Feelings 
of “being isolated” were also expressed. 
‘My parents didn’t have a clue as to what 
was going on when it all started so it was just 
as frightening for them. They were not sure 
how best to help me or who to turn to ’. (p. 
486). 
‘My husband just don’t understand how I 
feel, everybody just keep saying Dimaak 
kharaab hai [mind is not working properly], 
please help ’. (p. 486) 
(Wuytack et 
al., 2015) 
Most of the women did not seriously talk 
about their problem with partner. Some 
of them talked with family and friends and 
the rest did not disclose their problem 
with the others not want it to become 
‘the thing’. 
‘He is aware I still have pain. We don’t really 
talk too much about it, but it’s still there, and 
he is very supportive anyway. ’ (p. 11) 
(Wuytack et 
al., 2015) 
Women applied various coping strategies: 
avoiding or adapting provocative 
activities, being mindful of their posture, 
wearing comfortable shoes, storing items 
at a height and lose weight, considered 
exercise, which was challenging to find 
balance.   
‘Exercise is good and it’s not sore when I do 
it, well, it depends for how long. Particularly 
softer ground is better than concrete. I can 
really find it hurting when I’m walking on 
concrete. ’ (p. 12) 
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‘Trying not to think about it’ was the main 
coping strategy among women. 
(Wuytack et 
al., 2015) 
Women applied different ways to manage 
their pain such as took painkiller or other 
remedies such as hot/cold packs, hot 
baths or supplements, attended a 
postnatal physiotherapy class at the 
hospital and private physiotherapists, 
chiropractors or osteopaths.  
‘I cut down on the pain relief so it’s not as 
much; I’m glad I got off Solpadine because 
that was quite harsh on the system. Panadol 
is a little bit softer but obviously if it’s a bad 
day you still need it.’ (p. 12) 
Category 3 - Women found that post-childbirth care was difficult to access or did not address their 
problems. 
(Abrams et al., 
2009) 
Women rejected professional care as `not 
the right help for me` and interpret the 
“medication first” approach as “uncaring”. 
Past medical treatment was reminding 
pictures of “white coats,” “clipboards,” 
and “laboratory testing” as unhelpful 
experience. 
`What they did was, they had you answer 
these questions on a clipboard of your family 
history, are you emotional, just like those 
type of questions, and of course I put it all 
“No” . . . to them, but I was kind of like 
having problems with like things that have 
happened in the past with my family, you 
know like my mom, she’s used drugs—like 
that type of thing.’(p. 543) 
(Abrams et al., 
2009) 
Half of the mothers sought help from 
health providers (e.g. physician, nurse, 
gynecologist, ED doctor) but mostly 
perceived responses an unhelpful because 
1) they advised ‘wait and see’ to
sometimes severe symptoms or 2)
prescribed medication which women felt
was not a viable option.
`The doctor said . . . to wait until I come back 
for my six week, and if I continued to feel 
that way, he’ll prescribe something for me.` 
(p. 542) 
`Marta: I went to the doctors and they gave 
me Xanax and I said, “I’m not gonna take it,” 
and they say, “Just take when you feel like 
you can help things and just to relax but 
don’t drink it all the time.” And I got it but I 
threw them away in the toilet.’(p. 543) 
(Bell et al., 
2016) 
Women preferred services that offered at 
home or close to their home but E-health 
options like Wbinar was useful for isolated 
mothers. 
The other factors experienced by women: 
costs related to services, a perceived 
health care professional shortage, time 
and waiting at the hospital and difficulties 
obtaining reliable information as a barrier 
to her use of services. 
`The other thing that might be a good idea ... 
webinars and telediscussion ... for people 
who, like myself, feel isolated at home and 
would like to be able to at least speak to or 
read up on the different topics that affect 
new mothers.’(p. 653) 
`The specialist is the psychiatrist. But the 
psychiatrist is not readily available, and by 
the time you get that appointment 7-months 
later, things have manifested themselves to a 
different degree and you could have 
prevented the growth of whatever anxiety 
that the person had. You could have 
suppressed it earlier.’(p. 653) 
(Bell et al., 
2016) 
Women reported the routine care that 
they received was mainly focused on the 
baby’s needs and healthcare professionals 
did not address their mental health needs 
at some point during the perinatal period. 
Women asserted that the gynaecologist 
was not sensitive or responsive to her 
mental health status.  
`I find they just like brush you off ... my gyne 
doctor, I thought she would help, she would 
understand, cause she works in the field. And 
instead she just like didn’t care. I honestly 
felt that she didn’t care and I felt so 
alone.’(p. 654) 
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(Bell et al., 
2016) 
Women asserted that an existing 
relationship with a healthcare 
professional was a facilitator to use 
mental health services.  
`So we need to have a close relationship with 
healthcare providers, a really close 
relationship with healthcare providers, at 
least one, to have access to ... So you have a 





They asserted that health care providers 
did not inform them about pelvic floor 
dysfunction and treatment options. 
‘So I think that’s very odd, that this midwife 
told me nothing about the pelvic floor during 
my pregnancy. She only said something 
about it at a check-up visit when I mentioned 
that I had such a heavy feeling. So it turns 
out that’s your pelvic floor’! (35 years, 
uncomplicated home delivery, second 
child).’(p. 410) 
(Goyal et al., 
2015) 
Women declared that it is essential to find 
mental healthcare providers who 
understand the culture. 
‘Yeah, I think they (the therapist) should 
know about our culture. Yeah. I mean, I think 
our culture, and how we were brought up, it 
plays a role in our life. So, if at all they are 
seeking help, I think they (therapists) should 
consider all those factors, how we were 
brought up.’ (p.260) 
(Merry et al., 
2011) 
Immigrant women could not 
communicate well in English or French 
and their partner wasn’t flue in the 
second language. Interpreters were not 
available and women could not easily 
express their concerns or understand 
teaching and information given. 
“The woman claims the social worker told 
her she has to research [English] classes on 
the internet herself. The woman paid 
someone to interpret at her [prenatal] visits. 
Public health nurse called to check on mom 
and baby but there was no interpreter so 
they were not able to communicate.” (26 
y.o., Mexico, 8 mos in Canada, Toronto).
(p.288)
Merry et al., 
2011) 
There was a lack of psychosocial 
assessments and support for PPD or 
abuse.  
“She did not mention it [skipping meals] 
because the [nurse] had not asked.” (33 y.o., 
Congo, 1.5 yrs in Canada, Montreal) (p.288) 
“She [the mother] was unaware that there 
are health professionals who deal specifically 
with this type of abuse. She has never had 
any counselling.” (25 y.o., Mexico, 11 mos in 
Canada, Toronto) (p.288) 
(Merry et al., 
2011) 
It was unclear to women and health care 
professionals which services were covered 
the Interim Federal Health Program 
(IFHP). 
The following research nurse excerpts 
illustrate these challenges: “The doctor sent 
her [mother] for blood tests and did not tell 
her that they are not covered by insurance…” 
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“Mom has lost her documentation [IFHP]. 
Her social worker is helping her to get it 
replaced, but have not been successful. Mom 
is concerned she may not have access to 
healthcare for herself at present…” (30 y.o., 
Nigeria, 10 mos in Canada, Toronto) 
“Paediatrician refused to see baby because 
she had no medicare. One month later the 
paediatrician gave her an appointment but 
when mother said she still had no medicare 
then he cancelled it.” (36 y.o., Mexico, 6 mos 
in Canada, Montreal). (p.289) 
(Sword et al., 
2008) 
Women mentioned the timing issues such 
as long wait times and limited service 
availability were the reason for 
disconnected care pathways.           
‘The fact that it [support group] doesn’t run 
in the summer doesn’t make a lot of sense. A 
woman delivers in the summer and she, you 
know, is having the depression, is she 
supposed to wait until the fall to get help? ’. 
(p. 1169) 
(Sword et al., 
2008) 
Established relationship with health care 
providers helped women to seek help. The 
importance of comfort was highlighted.  
‘I had been involved with the [clinic] already. 
My obstetrician referred me there as I was a 
candidate. I had depression. I had a series of 
depression so she actually referred me there. 
So I was aware that I was already feeling that 
way and um, yes, blue for sure. . . . I had 
already established a relationship with [the 
clinic] so the counsellor I was seeing there 
was, I mean, available at any time and I felt 
that was good and I also had a good rapport 
with my doctor, so I was alright. 
“I’m not one to easily open up, so if I don’t 
feel comfortable with someone there’s no 
way I’ll talk about how I feel.” (p. 1169) 
(Sword et al., 
2008) 
Follow-up by care providers was an 
important role in receiving care among 
women.  
‘She [nurse] has called on a couple of 
occasions. There was an appointment that I 
had missed that she was really concerned 
that I wasn’t there, but I had forgotten about 
it. I guess they sort of worry if you’re just not 
going because you don’t want to, whatever. 
She’s been good with following up with me 
and giving me possible options for help. (p. 
1169) 
(Sword et al., 
2008) 
Women dissatisfied from the time that 
they must wait for getting an appointment 
if needed. 
“[I] called them and told them I was referred 
by a public health nurse and she called me 
back like 10 minutes later and I had an 
appointment for me for like 3 days after that 
and I went” and “After she got the results of 
the questionnaire [EPDS] she said no, you 
need to be seen. And I can’t tell you how 
quickly it happened. . . . I’m sure it was just a 




Women reported lack of input from 
services and concepts like “discrimination 
and stigmatisation”, “language and 
communication barriers”, and “cultural 
and religious insensitivity” mentioned as 
barriers to and from services.  
‘I got answers from professionals like, there 
is nothing wrong with you, go back home 
stop disturbing us, basically you are wasting 
our time, and they were horrible. It was a 
Doctor that said that to me, my husband was 
sat with me that day as well. I don’t know if 
they would have said that if I was white ’. (p. 
487) 
‘In Pakistan we only saw lady professionals, 
but here you don’t have a choice, you have 
to see the men as well otherwise you don’t 
get to see a doctor. My husband is always at 
work so he can’t come with me, I feel very 
uncomfortable.’ (p. 487) 
‘There is a huge stigma of being mentally ill 
in the public, but for us Asians there is a 
double disadvantage. I really fear that work 
will find out’. (p. 487) 
(Wittkowski et 
al., 2012) 
Women felt isolation and desperate for 
support and did not know who to turn to 
or what services they could expect in the 
postpartum period. 
‘I need help and support zarroorat hey 
[desperately needed], my husband left me in 
pregnancy, and I have no-body, my family are 
in India. I can’t speak English properly, and I 
can’t read English to fill out forms. My GP 
says go the HV and HV says go to GP. I don’t 
know what to do, I need help, don’t know 
where to go, or who to turn to ’. (p. 487) 
(Wuytack et 
al., 2015) 
Women would like to have more support 
and advice in hospital after the birth and 
more follow-up care later on. 
‘Before you have the baby you have so many 
check-ups and you have scans and 
everything, there is a fantastic support 
system, but once you’ve had the baby it’s like 
you’re left to your own devices.’ (p. 9) 
(Wuytack et 
al., 2015) 
Women mentioned that healthcare 
professionals did not ask them about their 
symptoms and it would be acceptable if 
they asked questions that are more 
specific about their health issues.    
‘I suppose the 6-weeks check; I was quite 
surprised by just how basic it was, and I know 
a lot of friends have said the same. There is 
no kind of like real physical proper check. But 
I would feel that a lot of, even friends with 
things that are unaddressed, because it’s a 
fairly just ‘Ok, fine, see you now’. They didn’t 
ask specific questions and it was very quick 
and very minimal. If you said you were fine, 
you were fine.’ (p. 10) 
(Wuytack et 
al., 2015) 
They mentioned that health care 
providers did not ask anything about their 
problems.  
‘But I think, they were not conscious of me 
having pain and there are days I think; ‘Was I 
stupid never to tell?’, but I don’t have 
anything to compare it to so I was like ‘That’s 
part of giving birth I presume?’ because I 
didn’t know; it’s my first baby so I didn’t 
know any different. When I went to the 2-
week and 6-week check, the doctor never 
asked me; he just said ‘how was I?’ and I said 
I was fine, I didn’t say anything. It was all 




Women explained some barriers to seek 
professional help: cost of seeking private 
treatment and finding the time and 
someone to care for the baby, uncertain 
from whom they should seek help and 
conflicting advice. 
‘I know I’m getting no kind of joy with my GP 
but I don’t know what the next step could be, 
what I could personally do with it, who I 
could go to with it. So, I don’t know; I’m kind 
of in limbo. I don’t know what the next step 
is. ’ (p. 12) 
Category 4- Family and friends could be influenced to choose to seek help or not. 
(Bell et al., 
2016) 
Women encouraged by family to seek a 
help.  
`But I have even talked to my husband, I told 
him what they gave to me. He said, “okay, it 
could be good, you lose nothing, call. You 
don’t feel good, call.”(p. 655) 
(Bell et al., 
2016) 
Women mentioned lack of understanding 
and support by partner and family was a 
barrier to seek help. 
`My mother doesn’t want to look after the 
baby so I can see my psychologist. She 
believes I don’t need it. I have no support 




Women searched help from the group of 
initiates: female relatives or close female 
friends who had already had deliveries. 
They convinced by initiates that it is the 
normal process of childbearing.   
‘No, I didn’t call in medical help because my 
relatives, especially my mum and my gran, 
said that it would just pass off. So I was like if 
my mum and my gran say so, it’ll be all right’. 
(23 years, vacuum extraction hospital 
delivery, first child) ‘Well, because several 
women told me they lose a little urine 
sometimes. So I feel I’m not the only one and 
that this is quite normal.’(28 years, 
uncomplicated home delivery, second 
child).’(p. 410) 
(Sword et al., 
2008) 
Women were encouraged by partner and 
parents to seek help.  
“Really didn’t even want to tell anybody 
about it” but her “mom and my boyfriend 
talked [her] into it [seeking help].” 
‘Yeah, well every time I have a bad day like 
yesterday, my husband will say you need to 
call [women’s health clinic], you need to call, 
you know. And I actually had wanted to call 
her yesterday because she had said if it gets 
bad before your appointment, come in. You 
know, give me a call and we’ll get you in 
sooner’.(p. 1167) 
(Sword et al., 
2008) 
Family and friends were concern about 
the women`s mental health and 
convinced them to seek help. 
‘I was a little concerned about it, because my 
husband really worries, and when we were, 
when we were looking through all the 
information on postpartum depression and 
postpartum psychosis, some of it was really 
scary. And we were both terrified that I 
would, um, have some of the psychosis in 
which case he certainly couldn’t go to work 
and he’d be afraid. I was afraid, you know if I 
had psychosis, if I start to hallucinate or 
anything, I don’t want to end up a headline, 
right? (p. 1167) 
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(Sword et al., 
2008) 
Women asserted that their symptoms 
normalized by family and friends or  
“brushed off ” 
‘I had called my mom to tell her like I’m not 
feeling and I was crying and stuff, she just 
like brushed it off. . . . And I’m like, no, this is 
really bad, like I don’t feel like myself. And 
she said, well, you’ll get used to it. They kind 
of brushed it off. . . . So it was just even me 
trying to explain or trying to talk to them just 
didn’t, they don’t believe in it. Even like 
when someone wasn’t listening to me that 
even added on because I’m like well, maybe 
I’m just crazy, like why am I not like feeling 
bonded with my daughter ’.(p. 1167) 
(Wuytack et 
al., 2015) 
Women were encouraged by family and 
friends to seek help.  
‘Well, I probably wouldn’t have gotten help if 
my husband and family wouldn’t have 
pushed it, but I’m glad they did. ’ (p. 12) 
Category 5 – lack of health knowledge about post-childbirth problems meant women did not seek help.  
(Bell et al., 
2016) 
Women noted that indecision about 
following through with treatment as a 
barrier to take care.  
`I don’t think I ever would have went back 
anyways. Not because of them, they were 
very nice. Maybe more because of me. I just 
didn’t know what I wanted at the time and I 
didn’t know what I wanted to get out of it. I 




Women asserted that problems were 
worse than expected. Especially, the post-
delivery genital pain was worse than they 
had anticipated.    
‘Well, actually I never knew you could have 
so much pain. I knew you’d have some pain. 
Nor did I know you’d be unable to control 
urine loss. I never knew that.’(19 years, 





Women mentioned that they did not have 
any information about pelvic floor 
problems such as the relation between 
vaginal flatulence, constipation, sexual 
dysfunction, and reduced pelvic floor 
support function. 
‘I was very happy when I read that vaginal 
flatulence existed because I thought it was 
impossible, but it was possible indeed! Well, I 
don’t know what’s causing them, but I do 
think they’re a pretty nuisance’. (36 years, 
uncomplicated hospital delivery, second 
child) (p. 410) 
I don’t really understand the constipation. 
You see, that I’m not feeling the flatulence 
that has got something to do with pelvic floor 
weakness, but why I have constipation? I 
don’t know’. (35 years, uncomplicated home 




Some women who agreed about doing 
exercise to help or remedy the problems 
but they did not know what exercises they 
have to do nor did they know how to do 
them. 
‘Well, I thought to myself sometimes: am I 
doing this right? For you might be training as 
much as you like and then find out 
afterwards that you’re not doing the right 
exercises. So this would have no effect at all: 
you’d be training the muscles in your 
buttocks instead of the proper ones in your 
pelvic floor.’ (32 years, vacuum extraction 
hospital delivery, second child).’ (p. 410) 
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(Merry et al., 
2011) 
Women lacked knowledge about self-care 
and baby care due to language barriers 
and teaching was poorly understood or 
not provided. 
“Mother has had no nurse [visit] yet. She is a 
new mother who has very little info, 
intensive teaching had to be done... 
breastfeeding…mother does not know why 
she has to give vitamin D.” (25 y.o., Mexico, 1 
yr in Canada). 
(Sword et al., 
2008) 
Women could not understand that their 
symptoms are related to depression and 
must seek help. They found help if they 
had thoughts of self-harm.  
‘People say that after having a baby . . . the 
iron level is low and other things, the 
hormone system changes, so you are 
depressed and frustrated and that remains 
for a few days or just for 1 or 2 weeks and 
after that it goes by itself, you don’t need to 
do anything.’ 
‘Um, just I didn’t understand what was going 
on, you know what I mean? Like I knew . . . I 
suffered from anxiety prior to being pregnant 
and I was taking medication. I came off the 
medication because of the pregnancy. But 
then at that point when we figured out that 
maybe I could have been experiencing it 
[depression] when this nurse was here, I just 
like, ok, so? I didn’t know what it was, 
whether it was anxiety or depression. That’s 
why I was confused. Do you know what I 
mean? The baby blues, I didn’t know.’ (p. 
1165) 
(Sword et al., 
2008) 
Women who informed by care providers 
or the previous experience about the 
symptoms of depression were keen to 
find help.  
‘I figured I did. . . . I wasn’t sleeping well. I 
was up most of the night even when the 
baby was asleep. I was getting really, really 
moody and really depressed, and really 
anxious and crying quite often for no really 
good reason ’.(p. 1166)  
‘I wasn’t surprised. . . . I knew that I was 
definitely high risk because of my history, I’ve 
a long history with depression. Um, and 
throughout the pregnancy, um, I was seeing 
my psychiatrist and, and I was getting ready 
like reading literature on it, the symptoms 
and everything, so I was well aware that it 
could happen and I knew what to expect. So I 
wasn’t shocked or surprised ’.(p. 1166) 
(Sword et al., 
2008) 
Lack of knowledge about depression 
among family and friends was a barrier to 
seek help. 
‘My mom and mother-in-law, they don’t 
really understand, especially because they’re 
kind of old world, they would just say things 
like, oh how can you not be happy, look at 
this beautiful baby, and that would just make 
me feel worse ’.(p. 1167) 
‘Like I think he [husband] understands it, you 
know, when you have a baby you’re tired and 
you’re up all the time and you’re emotional 
and this and that, but I don’t think he 
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understands that those can also be 
symptoms of something else. I think he just 
thinks it’s just what happens when you have 
a baby and that, you know, it’s just, it 
happens to everybody, you’ll snap out of it 
kind of thing ’.(p. 1167) 
Category 6 - Fear of being judged prevented women from seeking help. 
(Abrams et al., 
2009) 
Women had fears of being judged or 
labelled as “crazy,” “schizo,” or “psycho.” 
 `I thought at a moment I might have had 
postpartum depression, but I jumped back 
into place, like I better jump into place an’ 
get with it because I don’t want anyone to 
think that I’m crazy or I’m incapable to raise 
my child.’(p. 541) 
(Bell et al., 
2016) 
Women who perceived being labelled 
with a mental health illness, it played a 
role as a barrier to their access of mental 
health services. 
`I’m like I don’t wanna be labeled you know. 
It’s like you always feel like you’re being 
labeled as a psychiatric patient.’(p. 655) 
(Bell et al., 
2016) 
The physical environment was a barrier 
for some of women to seek help. 
`I felt everyone was looking at each other, 
myself included. I was looking at people I felt 
they were looking at me. I felt like everyone 
is probably wondering what is this person 
doing here and vice-versa. When you go up, 
especially to where her office is, the hallways 
are so tiny and sterile. I feel like it’s not warm 




Feeling of shame mentioned by women as 
a reason to hinder help-seeking or just 
talked with family and friends. Talking 
about pelvic issues considered as a taboo. 
‘You know, sometimes I’m chatting with a 
friend who also has young children. But still, 
haemorrhoids are out of bounds, you know, 
they’re not really a topic of conversation. 
And I have to admit I find haemorrhoids a 
pretty embarrassing thing to have’. (34 years, 
uncomplicated hospital delivery, second 
child) ‘So you’re thinking to yourself, I hope 
nobody else will smell it [loss of urine]. It 
does make you feel uncomfortable.’(37 
years, uncomplicated home delivery, second 




Several women declared embarrassment 
as a barrier to seeking help. But they 
agreed that if the healthcare providers 
asked them the direct question about 
their problems, it would be helpful for 
women that these are a normal subject to 
talk about to your doctor.     
‘I think asking direct questions about it 
[pelvic floor problems] is a good idea. For 
when they ask you an open question, 
perhaps it’s difficult to mention the subject, 
especially when you’re embarrassed or 
you’re not sure whether this is normal or 
not.’(32 years, uncomplicated hospital 




Women asserted that their self-image 
negatively affected and no control over 
their body. 
‘When you’ve just delivered a baby, you’re 
dirty. You’re losing a lot of blood, you’re 
wearing giant nappies in your knickers, and 
you’re wearing giant knickers for a start. 
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You’ve got a big fat blubbering belly, and 
your self-esteem is flat as a pancake. If on 
top of that you wet yourself and you’ve got 
haemorrhoids, this doesn’t make it any 
easier, you’re no longer what you used to be. 
It really affects your self-confidence.’(31 
years, uncomplicated hospital delivery, 
second child).’ (p. 410) 
(Goyal et al., 
2015) 
Working women worried about the stigma 
to find mental health care.  
‘I`d think twice because there`s always a 
stigma, if you`re working, what if there`s a 
depression attached to your charts…But, you 
know, generally I wouldn`t like to be labelled 
a depressed person or someone with a psych 
disorder.’ (p.260) 
(Sword et al., 
2008) 
Women were worried about their future 
career and labelled as ‘bad mother’ and 
fear about child apprehension. 
‘I’m afraid if, you know, if my mental 
condition is not good who is going to hire 
me? They always take, you know, they 
usually take your health information from 
your doctor, right?”(p. 1166) 
I hold him and I feed him and I change him, 
but I’m not happy, and I felt so guilty about 
that and that was kind of hard to admit to 
people because, you know, I was so afraid I’d 
be seen as a bad mother, you know. And that 
was hard to even admit to [my] husband that 
I don’t feel happy, I have this beautiful baby 
but ‘ I’m not happy ’.(p. 1166)  
Well, I was nervous about it at first. I didn’t 
really want to go because I didn’t want 
anyone to think I was crazy. And I know 
postpartum depression some people get like 
postpartum psychosis and I was worried that 
they would think that that was me or that 
they might take my kids from me if they 
knew I was depressed’.(p. 1166) 
(Sword et al., 
2008) 
Women reassured when care providers 
told them it is postpartum depression and 
she “wasn`t crazy”  
‘I went in really nervous and I told her [the 
nurse] flat out I wasn’t crazy and she kind of 
started laughing and she said I wasn’t crazy. 
That means a lot. It’s better when the 
psychiatrist said I wasn’t crazy, that helps 
even more . . . he thought my problem was 
that I did have postpartum depression, but I 
also had severe anxiety which can make it 
even worse’. (p. 1169) 
(Sword et al., 
2008) 
Women explained `discomfort’ to discuss 
their mental symptoms with health care 
providers and some of them described 
depression make them `feel weak’. 
‘Well, for me it is just something very private 
because to me, it’s just weakness. . . . And I 
don’t like to feel weak, like I can’t handle 
something. For myself, I’ll get over it, where I 
know other people get into that psychosis 
and they can’t get over it and I don’t fault 
them for that. What I fault is myself for 
feeling weak. . . . I just don’t like to feel this 
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oh, I can’t do it. I hate feeling like that, you 
know.’ (p. 1166) 
Category 7 - The women’s cultural context was an essential factor in whether or how they sought help. 
(Abrams et al., 
2009) 
`Familism` or cultural norms banned 
women to talk about their mental health 
issues because of potential shame and 
fear of judgment of talking to others 
about private matters. Although some 
mothers believed in familism but 
preferred to talk with `stranger`. 
`I don’t know I think sometimes we are 
ashamed, for the majority of us we are 
ashamed to talk about a certain family 
problem with someone that you don’t know. 
But sometimes it’s better to talk to a stranger 
than to a family member that gives you bad 
advice. But sometimes you’re not that 
comfortable talking to someone outside the 
family. But, at least when you trust a 
psychologist you know that information is 
not going to get out.’(p. 544) 
(Abrams et al., 
2009) 
In addition to religion and prayer, mothers 
described an array of emotional, 
cognitive, and behavioral strategies to 
manage their PPD symptoms; consisted of 
crying and releasing emotions, reaching 
out to family members and talking to 
other mothers. 
`Interviewer: So tell me, what do you know 
about postpartum depression? 
Alicia: That it is real. It is real and all those 
men that get on TV and say, “Oh you don’t 
need to do this,” or, “You don’t need to do 
that,” or that “it’s not real,” I shun them. I 
shun them because they’ll never know how 
somebody is feeling after everything 
someone has been through. It is life 
changing.’(p. 546) 
(Park et al., 
2017) 
Most of the women stated that the lack of 
culturally appropriate care is a barrier, so 
they culturally were "not seeking care". 
‘I think our Vietnamese never come to those 
services. Our Vietnamese are very strong. 
American always comes to see counsellors. 
Majority of our Vietnamese don’t come to 
see these professions. I have a strong mind. I 
am sad, but I don’t need to see them.’ (p. 
437) 
(Goyal et al., 
2015) 
Mothers and babies were surrounded by 
family and friends as a culture-specific 
postpartum traditional (such as restriction 
to leave home, eating specific foods to 
promote breastfeeding and to return the 
new mother`s state of balance). 
‘for 28th day days back home in India you 
would get a massage in bed, your hair would 
be washed, somebody would give you a bath, 
the mother and the baby and you`re given 




Women`s religious and cultural practices 
did not encourage them to engage with 
their thoughts and feelings. 
‘Religion (Islam) says it is like Waswasah (evil 
satanic whispers), do you know what 
Waswasah is? In our religion we call it satanic 
whispers, and we pray to our god to make 
them go away. We shouldn’t think about 
them. I pray Namaaz [a particular prayer] and 
I feel better for a while, and then I start 
thinking again’. (p. 485) 
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for copyright or proprietary 
reasons.
It is the following published article: Rouhi, M., Stirling, C. M., Crisp, E. P. 2019. 
Mothers’ views of health problems in the twelve months after childbirth: A 
concept mapping study, Journal of advanced nursing, 75(12), 3702-3714
Healthy after Baby (HaBaby) Project 
Consent form for participants 
This screen allows you to choose to continue to the research task on the next page. You have 
been asked to participate in a web-based research task. Your participation is voluntary. 
You may be asked to offer your input in three ways: 
• By providing your ideas
• Rating the ideas or sorting them into groups of similar themes
• By providing non-identifying information about yourself.
You may participate in the entire research project or in any one aspect of the research 
depending on the point at which you enter the research sequence. Your input in this 
research is confidential. 
ACCEPT REJECT 
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Appendix VII: Participant Information Sheet and consent form (Phase two)
Researcher’s institutional letterhead 
Participant Information Sheet [version number] [date] 
Healthy after Baby (HaBaby) Project 
1. Invitation
You are invited to participate in a research study that will identify the health problems and
help-seeking behaviors of Australian women in the twelve-months after childbirth (Hababy
Project). This study is being conducted in partial fulfillment of PhD degree for student
researcher (Maryam Rouhi) under supervision of
Dr. Christine Stirling, Associate Professor, School of Health Sciences, University of 
Tasmania.      
Dr. Suanne Lawrence, Lecturer, School of Health Sciences, University of Tasmania. 
Dr. Jennifer Ayton, Lecturer, School of Health Sciences, University of Tasmania.  
This study is being funded by School of Health Sciences, University of Tasmania. 
2. What is the purpose of this study?
This study will investigate:
• Mothers health problems that require help during the twelve-month period following
childbirth.
• The help-seeking behavior of mothers during the twelve-month period following
childbirth.
• Any barriers experienced by mothers to access healthcare during the twelve-month
period following childbirth.
3. Why have I been invited to participate?
You have been invited to participate in the study because you are a mother who has given
birth in the past twelve months and you gave birth to a single full-term infant (born after 37
weeks).
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It is important that you understand that your involvement is this study is voluntary. While we 
would be pleased to have you participate, we respect your right to decline. There will be no 
consequences to you if you decide not to participate.  
4. What will I be asked to do?
Participation in this study will involve one of three online tasks. You may be asked to do any
one of these depending on the stage of the project.
For the first task (Group 1 task), you will be asked to respond to a question about your health 
experiences after the birth of your child. You can give more than one answer. This could take 
between 10 to 60 minutes depending on how many answers you give.  
The second task (Group 2 task), you will be asked to sort the answers provided 
(anonymously) by the first Group of mothers into group, based on your perception of the 
similarity of the answers. This activity takes about 15minutes. 
The third task (Group 3 task) you will be asked to rate the answers sorted by the Group 2 
mothers according to their importance to you. This activity takes about 15minutes. 
If you wish to participate in this study please log into this web address (TBC). 
All information you provide will be treated in a confidential manner, and your personal 
details will not be used in any publication arising out of the research.  
5. Are there any possible benefits from participation in this study?
It is possible that changes or improvements to maternity care might occur as a result of the
information that is gained from this survey. The results may be valuable information for other
women and it may lead to a greater awareness amongst health care providers and other
mothers.
6. Are there any possible risks from participation in this study?
There are no risks to participating in this study. However, due to the sometimes-emotional
nature of pregnancy and becoming parent the topic of this research may evoke some feelings
of anxiety, distress and painful memories. If you find you are becoming distressed, you will
be advised to see such as your general practitioner, child and family health nurse,
psychologist or mental health counselor. You may also withdraw from the study.
7. What if I change my mind during or after the study?
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You are free to withdraw at any time, you can do this without providing an explanation. If 
you wish to withdraw the information you provided, this can be done with sorting or ranking 
activities by contacting Maryam Rouhi by email (Maryam.rouhi@utas.edu.au). But with the 
initial answer task, the data provided cannot be withdrawn. 
8. What will happen to the information when this study is over?
Printed data will be kept at the office of in a locked filing cabinet. An electronic version of 
data and other project material will be stored on a secure drive that is password protected, with 
Faculty of Health Science at the University of Tasmanian, and only the investigators will have 
access to this folder. The data will be kept until at least 5 five years after publication, then they 
will be shredded/deleted in accordance with the national guideline. 
9. How will the results of the study be published?
Once we have analyzed the information a summary of results will be provided to you through
our Facebook page. We will also publish anonymous data in journal articles.
10. What if I have questions about this study?
If you would like to discuss any aspect of this study please feel free to contact
Maryam Rouhi on email: Tel: 0362265700       Email: Maryam.rouhi@utas.edu.au             
Maryam will be happy to discuss any aspect of the research with you. 
Dr. Christine Stirling, Tel: 03 6226 4678          Email: christine.stirling@utas.edu.au 
Dr. Suanne Lawrence   Tel: 03 6226 4216        Email: suanne.lawrence@utas.edu.au 
Dr. Jennifer Ayton        Tel: 0362264240          Email: Jennifer.ayton@utas.edu.au  
“This study has been approved by the Tasmanian Social Sciences Human Research Ethics 
Committee. If you have concerns or complaints about the conduct of this study, please 
contact the Executive Officer of the HREC (Tasmania) Network on +61 3 6226 6254 or 
email human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive 
complaints from research participants. Please quote ethics reference number [H0016441]. 
Thank you for taking the time to consider this study. 
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A B S T R A C T
Background: Online forums have changed traditional sources of seeking help because they provide an
anonymous and non-judgemental environment particularly suited for women with post-childbirth
problems.
Question: What support is given to mothers who have posted questions about post-childbirth
morbidities?
Methods: A total of 333 messages posted on a post-childbirth online forum were loaded into NVIVO 12 Pro
and were analysed using content and thematic analysis. Content analysis identified the major health
problems, and thematic analysis was used for identifying motivations and the support offered.
Findings: Seventeen different health problems were discussed on posts, with a strong emphasis on pelvic
problems, followed by mental health concerns. The key motivation for seeking online help identified
using ‘typology of advice solicitation’ was request for opinion or information (48.85%). The two main
support themes were: peer to peer support (82%) and normalisation (not always appropriate) of post-
childbirth problems (18%). Most of the support offered was emotional (56.9%) followed by practical
(22.7%) and informational support (20.4%).
Discussion: Postpartum adjustment of post-childbirth experiences can be supportive but if ill-informed
may provide a barrier to safe and reliable health care.
Conclusion: We recommend women have access to online forums moderated by healthcare providers who
can notify participants when a problem requires support from a relevant health professional opinion.




Many women around the world experience physical and
mental health problems after childbirth, but there is little
information about how women seek help for these problems
or what help they receive from outside their family and
friends.
What is already known?
Peer support in the online setting is commonly used by post-
childbirth women to resolve anxieties and uncertainties
where family and friends cannot help them to cope with their
health problems.
What this paper adds?
Normalisation of health problems after childbirth is common
in online peer support settings. Women and their online
supporters sometimes normalise health problems after
childbirth that are not normal, or problems that are no
longer normal because they have continued for too long. To
ensure reliable online information, healthcare providers* Corresponding author.
Contents lists available at ScienceDirect
Women and Birth
journal homepage: www.elsevier .com/ locate /wombiE-mail addresses: Maryam.rouhi@utas.edu.au (M. Rouhi),
Christine.Stirling@utas.edu.au (C. Stirling), elaine.crisp@utas.edu.au (E.P. Crisp).
Twitter @rouhi_maryam (M. Rouhi) Twitter @CMStirling1 (C. Stirling)
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Please cite this article in press as: M. Rouhi, et al., The ‘fallacy of normalcy’
support, Women Birth (2020), https://doi.org/10.1016/j.wombi.2020.04.
324should provide websites with content that is monitored by
professionals in this area and be able to reply to questions
promptly.ollege of Midwives. All rights reserved.
: A content analysis of women’s online post-childbirth health-related
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Globally, increasing access to smartphones and tablets allows
women to use technology to communicate. Among the digital
platforms that have been introduced since the 1990s, forums and
weblogs are the most popular sources of finding health informa-
tion, especially among women [1]. Pregnant and post-childbirth
women are among the highest users of formal and informal blogs
[2,3]. Previous studies have shown that women use online
platforms for breastfeeding or parents’ concerns [4–7]. These
online interactions by peer support are a way to help isolated
mothers with a different socioeconomic background to achieve
better adjustment where access to healthcare providers have time
and cost limitations [8,9].
The postpartum period has been defined as the first 6 weeks
after childbirth [10]. Traditionally it is said that during this
period changes which have happened during pregnancy, will
return to a “non pregnant” state [11]. Many women experience
physical and mental health problems, but consider these changes
as a part of the normal childbirth process or postpartum
adjustment and have had this confirmed by family and friends
[49].
Motherhood involves many physical and mental health changes
and women need adequate knowledge to safely navigate these
changes [2]. The traditional forms of getting this information, such
as pamphlets or face-to-face services, have partly been replaced by
online forums where women share their experiences. Online
settings also provide anonymity and privacy, allowing women to
talk freely about their health problems without fear of judgement
and embarrassment [12,13] and giving access to global information
[14,15]. This online information-seeking can affect the women's
decision-making about their health and their infant's health as
well [13].
Plantin and Daneback's systematic review [16] showed that
many parents search the internet to find health information and
advice. However, our own previous systematic review found
very few studies related to the help-seeking behaviours of
women in the twelve-month post-childbirth period [49]. The
limited evidence base showed that women largely report relying
on family and friends to seek help for their post-childbirth
health problems. To build on this work, this paper describes
research exploring online help-seeking discussions about post-
childbirth problems among women who participate in post-
childbirth online support forums. We asked three research
questions: Which health problems were shared by women who
seek help? What were the motivations for questions mothers
posted on the forum discussion board? What support is given to
mothers who have posted questions about post-childbirth
morbidities?
2. Method
We applied a directed qualitative content approach, which can
be used to analyse text or data gathered from audio, video, printed
data such as books, papers and pamphlets or online sources to
find themes or patterns [17]. The directed content method
originated in the 18th century in Scandinavia [17] and is used
widely as either a qualitative or quantitative method in health
research [15,18–20]. While conventional content analysis looks to
increase knowledge about less studied phenomena, directed
content analysis helps to endorse or expand an existing
theoretical framework with a more qualitative focus [17]. This
method has helped to answer midwifery research questions
considering why participants use a service and the nature of their
concerns [15,21].Please cite this article in press as: M. Rouhi, et al., The ‘fallacy of normalcy’
support, Women Birth (2020), https://doi.org/10.1016/j.wombi.2020.04.
3253. Online recruitment
A comprehensive online search was conducted to find a list of
Australian forums which contained post-childbirth online support
forums. Those forums which were active within the last 365 days,
had at least 50 active individuals and more than 30 posts on the
forum per day met the inclusion criteria. The moderators of these
forums were contacted to explain the aim of the study and request
permission to include the forum in our study. From six Australian
parenthood forums only one granted permission to analyse posts.
We approached moderators for consent rather than forum
participants so as not to disturb participants.
We undertook an observational, passive analysis and all posts
were anonymous [22]. Participants’ I.D. numbers and I.P. addresses
were blocked so the identity of the forums and participants were
not visible to the researchers. This prevented violation of privacy,
which is increasingly debated in social media research where the
online personal information is released via social networking data
[22].
3.1. Data management
The recruited forum website had a variety of forums about
parenting from conception to children's issues, but we only
analysed content from one forum, which concentrated on post-
childbirth problems and covered women's health problems. This
forum had 332 posts related to post-childbirth health problems.
The content of messages posted to this forum by women was
imported into NVivo 12 [23], a qualitative data analysis software
programme, for analysis. Messages retrieved from March 2007 to
March 2019 were used to catch a broad range of conversations. In
the first step, 127 posts were analysed for evidence about physical
and mental health problems shared by women as ‘posters’ (P). Of
these there were 49 original posts, 21 threads (T) and 78 comments
from ‘commenters’ (C) over the eight years. In this study a ‘poster’
was defined as a woman who posted the original thread, and
‘commenters’ as those women who responded to the original
posts.
As some original posts and comments consisted of multiple
questions and comments, in total 63 advice solicitations and 270
comments to original posts were identified. This data was
considered adequate for the study as previous studies have
analysed different numbers of interactions from 120 message posts
to 921 messages [15,24]. All quotes of posts are unaltered, with no
corrections for grammar or spelling, but abbreviations are defined
in brackets.
4. Data analysis
To answer the first question, all health problems which were
shared by women seeking help were documented and quantita-
tively analysed using the NVivo 12 [23] coding system. We used
word clouds provided by NVivo 12 [23]. Word clouds are a tool to
visually depict and interpret the findings: the more frequent the
word use, the bolder the colour and larger the size. Table 1 shows
the morbidities that were shared by women as motivation to seek
help.
To answer the second question regarding the motivations of
women posters (P) on the forum discussion board, the ‘typology of
advice solicitation’ modified by Sillence [25] was applied as a
predefined categorisation. This typology originally derived from
Goldsmith [26] who evaluated oral advice interactions and
identified six patterns of interaction. Sillence [25] adopted this
categorisation for her study which was focused on online breast
cancer support group and applied five types of advice solicitation: A content analysis of women’s online post-childbirth health-related
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Table 1
Physical and mental health problems shared by women.
Morbidities categorisation Morbidities reported
by the initial posts




Urogenital problems 9 (40) 132
Gastrointestinal problems 5 (23) 3
Breastfeeding issues 1 (5) 3
Obesity and weight loss 2 (9) 20
Mood problems 5 (23) 112
Fig. 1. Physical and mental health problems shared by women.
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successfully to analyse and categorise online interactions in areas
as diverse as online breastfeeding advice, online support commu-
nities [15,20].
To answer the third question, a qualitative thematic analysis
approach was used [27] to examine what support was given to
the posters about their health problems post-childbirth. The-
matic analysis is a ‘careful reading and re-reading of the data’
which allows identification of emerging themes and their
categorisation [28]. We followed the six steps of the approach
described by Braun and Clarke [27] which consist of: ‘familiar-
ising yourself with your data; generating initial codes; searching
for themes; reviewing themes; defining and naming themes; and
producing the report’. The researchers read all extracted data to
be familiar with the data and developed initial codes. The codes
were then collapsed into themes. The final set of themes were
checked and compared to the extracted texts and approved by
the research team through discussion. Finally, the research team
discussions, along with reflection on this study aims and our
previous studies helped us to interpret the themes and identify
the overarching themes.
5. Credibility
The intercoder reliability or reproducibility across coders is a
concern in qualitative content analysis [29]. To have consisten-
cy in the coding process, one researcher codes all of the
transcripts and these are double checked by the researchers
with the final set of codes agreed by the team [30], with 70%
agreement in coding considered reliable [31]. Credibility was
ensured by the first author undertaking ‘ . . . prolonged
engagement, persistent observation, negative case analysis,
[and] referential adequacy’ [17]. Peer debriefing was undertak-
en by all authors with the team looking for negative examples
or data which did not fit the categories. This resulted in
adjustments to the categories and provided a balance to the
position of the first author who is a midwife and has studied
women's post-childbirth health problems for a long time and
has an unbiased view of the results.
5.1. Ethical statement
This study has been approved by the Tasmanian Social
Sciences Human Research Ethics Committee H0017619 24 August
2018.
6. Findings
A total of 332 postings were collected and analysed from the
forum. The results are presented in three sections answering the
research questions. In addition, two overarching themes of
appropriate and inappropriate normalisation that spanned both
motivations and support were identified. We labelled these
‘postpartum adjustment’ and ‘the fallacy of normalcy’.Please cite this article in press as: M. Rouhi, et al., The ‘fallacy of normalcy’
support, Women Birth (2020), https://doi.org/10.1016/j.wombi.2020.04.
3266.1. Which health problems were shared by women who seek help?
Women shared 17 health problems, which ranged from mental
health problems like depression and anxiety to physical concerns
like mastitis, uterine infection, constipation, overweight and
weight loss, and fatigue (Table 1). About 90% of the health
problems were focused on pelvic issues. Fig. 1 is a word cloud
which shows the key health problems discussed with larger words
representing more frequent use in the forums; bladder problems
and incontinence being prominent. However, there was a key sub-
forum focused on women's pelvic issues which dominated this
word cloud; therefore, we excluded the pelvic issues in the second
word cloud which depicts the weighting of the other health
problems, with depression, anxiety, sleep and fitness as key
concerns for women (Fig. 2).
6.2. What were the motivations in questions women posted on the
forum discussion board?
To answer the second question, we analysed the common
themes in help-seeking of original posts using the ‘typology of
advice solicitation’ modified by Sillence [25]. Each of the 63
original posts were allocated to one the following advice
solicitation categories: request for opinion or information
(48.85%), problem disclosure (30.23%), anyone in the same boat
(13.95%), and request for advice (6.97%). Announcement of a plan
of action has been excluded because no post fitted.
6.2.1. Request for opinion or information
About half of the women requested an opinion or some
information (48.85%). This category defines ‘questions such as: A content analysis of women’s online post-childbirth health-related
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get information or opinion’ [25]. Included in this category is any
post where it is not clear whether the poster wanted someone to
solve their problem or provide emotional support.
This is demonstrated in the following quote where the poster
asked about the difference between depression and postnatal
depression (PND) by briefly explaining a past history of depression,
which shows she knew what depression was but could not
distinguish it from PND:
“Im [I‘m] just wondering what the difference is between
depression and pnd [post-natal depression]? how can you tell
the difference? I suffered Depression through high school and
came of my meds just before I fell pregnant . . . Everything in
life, besides being a mother and my babies, just feels like its
crap. I just dont [don’t] know how the 2 are different” (T5P).
While the poster only asks for information about depression,
she also provides a lot of detail about her personal situation which
suggests she is struggling with ‘feeling like crap’. This was seen in
many posts where a simple request for information was presented
alongside disclosure of information about a difficult-sounding
situation.
7. Problem disclosure
About one-third of the posters (30.23%) revealed a problem.
Definition of this category means that women did not directly ask a
question about their problems but appear to be trying to vent their
concerns. Analysis of the posts showed they were requesting
‘advice, sympathy, solidarity, etc’ [25], as seen in the following
quote where the poster shows her frustration about her situation
and is looking for women who identify with her situation. She
asked for advice about how she could “juggle everything”:
“Hi, I am new here and hoping I can find some people who
understand and that i can talk to. I work full time and have 2
kids, 1 and 3. I love my kids but hate my life the way it is and just
don’t see anyway for it to get better. How do i juggle
everything?” (T13P).
It is ambiguous for the reader to know whether she needed
information or to receive emotional support as the poster only
disclosed her problem. This ambiguous approach to the original
post was used by about one-third of women.Please cite this article in press as: M. Rouhi, et al., The ‘fallacy of normalcy’
support, Women Birth (2020), https://doi.org/10.1016/j.wombi.2020.04.
3278. Anyone in the same boat
About 13.95% of the original posts were in this category, and
asked if others were going through the same situation, or is ‘anyone
in the same boat’ [25]. The interactions in this category were
concentrated only on pelvic issues and blood loss. In one of the
threads, for example, the poster declared her concerns about
incontinence as a barrier to jumping on her trampoline and asked
“Anyone else struggle with bladder problems”:
“Hi sorry if TMI [too much information] but my second bub is 10
months old! I’m ok with day to day stuff but can’t jump on the
trampoline with my 3 year old! I go to the toilet before I get on
with her but have to weans [sic] heavy pad because it just keeps
coming even tho ive [sic] just emptied my bladder I stayed very
fit with my second pregnancy and did lots of pelvic floor etc.!
Feeling frustrated coz [sic] I love getting on the trampoline with
my kids! Anyone else struggle with bladder problems??”
(T20P).
It is surprising that the poster did not appear to have sought
professional care for what is clearly a post-childbirth morbidity
and instead had normalised her problem. However, she received
replies that encouraged her to get appropriate professional health
support to which she responded:
“Thanks! I’m going to see a Physio who specializes in pelvic
floor problems! Will go back to my obstetrician if that doesn’t
work! Been doing exercises myself too! Hopefully I won’t be
wearing a nappy any time soon hehe!” (T20P).
In this case, commenters’ responses resulted in the poster
seeking appropriate healthcare.
9. Request for advice
Request for advice accounted for 6.97% of original posts. According
to Sillence [25] advice solicitation consists of messages that contains
thesephrases: (a)“Ineedyouradvice”; (b)“WhatshouldIdo?”; and(c)
“Should I do X?”. In this category, posters disclosed health problems
and followed up with asking for direct advice.
This poster opened her post by explaining her leaking and
asking, “what should I do?”
“Overnight I woke twice to feed my 4 month old DS [Dear son]
and both times my pj [pyjamas] pants were a bit wet and I could
feel myself leaking a bit (sorry, I feel like this is TMI [too much
information]). Is it possible to have incontinence 4 months after
having a baby?? I had no problems when I was pregnant. What
should I do?? I feel too embarrassed to tell anyone!” (T11P).
While this poster is not sure about the incontinence, it is clear in
this original post she was looking for any advice about the
incontinence and also that embarrassment was a barrier to
disclosing her problem to others.
10. What support is given to women who have posted questions
about post-childbirth morbidities?
A total of 270 comments were collected and analysed. Upon
coding by content analysis and thematic analysis, we found the
‘peer support’ offered by commenters three themes of emotional
support (56.9%) followed by practical (22.7%) and informational
support (20.4%).
10.1. Emotional support
The most common specific support given by the commenters
were emotional support (56.9%, n = 125). In response to the posters’
descriptions of their problems faced during the first year after: A content analysis of women’s online post-childbirth health-related
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encouragement. They tried to show that others experienced the
same condition, so the posters were not alone. This commenter
expressed her emotional support by providing explanations about
how she managed her depression and confirmed ‘how hard the
road can be’, and she also tried to provide a comprehensive picture
of depression and solutions:
“There are differences between PND [postnatal depression]and
depression however they also share many similarities! PND
usually starts a few days after birth or, interestingly in your case,
many women relapse after 6 or so months of birth! Nobody can
say for sure why women experience PND however having a
history of depression, enviromental [sic] stressors . . . I too am
a mum and suffered PND [postnatal depression]! How hard the
road can be and I take my hat off to you as you have twins! – but
these feelings will pass with help and time. Believe me. Be
gentle on yourself too” (T5C4).
She correctly pointed out that PND and depression are the same
and asked the poster to consider counselling support and be gentle
with herself, and to ask for support from family and friends or any
public services.
Another commenter assured a poster with a query about
incontinence that ‘there are lots more of us out here’ and
encouraged her to make a contact with a specialist clinic. At the
end, she emotionally supported the poster by recommending that
‘be strong and be grateful that you have this forum and people to
give answers’. Interestingly many commenters believed that the
previous generation suffered in silence but that discussion about
incontinence is now accepted by the public:
“You are not alone. Remember that ad in the parent's rooms that
the Federal Government put out – one in three – well you are
one of the one in three and there are lots more of us out here.
My problems were very bad after DD1[dear daughter1] but
have remarkably improved with each delivery but worsened
during each pregnancy . . . In the meantime – be strong and be
grateful that you have this forum and people to give answers –
previous generations had to suffer in silence” (T19C5).
Commenters confirmed that many women experienced physi-
cal and mental health problems. Furthermore, the commenter
believed that new generation speak out their experienced
problems and there are some potential supports in the society.
10.2. Practical support
Practical support was provided by about one-fourth of
commenters (22.7%, n = 50). This support was limited to physical
health problems such as bladder issues and getting back into
shape. Commenters suggested solutions like Kegel exercise or
special pads for urinary incontinence or suggesting following an
online group to lose weight. In Thread #9, in reply to the original
poster asking for any opinion about losing weight, some
suggestions like the following were provided by commenters:
“I’m currently on keto (high fat, low carb) and have managed to
lose 7.5 kg in 6 weeks with no real exercise except for a good
walk once a week. It's pretty easy to stick to and even DH [dear
husband] is loving the food!” (T9C4).
In reply, unlike the others, this commenter reminded her about
how breastfeeding could be affected by diet and proposed an easy
way to lose weight when her child got older and less reliant on
breastfeeding:
“If you are breastfeeding, I would suggest holding off on dieting
for now – you will need to keep yourself well nourished so the
baby doesn’t deplete your nutrients. ie your breastmilk willPlease cite this article in press as: M. Rouhi, et al., The ‘fallacy of normalcy’
support, Women Birth (2020), https://doi.org/10.1016/j.wombi.2020.04.
328always be fine, you need to eat well to keep yourself healthy. In
terms of exercise, I found walking worked for me in the early
days postpartum. I wasn’t up for much else. I did join a gym
when my youngest was a bit older – 12 months? and got into
cardio and weight bearing exercise then” (T9C13).
Normalising bladder issues was evident among commenter's
posts. However, they suggested some practical supports like Kegel
exercises as the first option and then to seek professional help:
“Its [It is] perfectly normal. The stress of the birth/s cause the
pelvic floor muscles to weaken. Normally doing your pelvic
floor exercises will help. If not though id me [sic] making an
appointment with your gp [General Practitioner] to see a
gynaecologist. I have a first degree cystocele which is a slight
movement on the bladder. Meaning it has moved slightly down
in the pelvic cavity which is the early stages of a prolapse.
Which causes incontinence. If you feel there is something not
right about your situation (only you know your body) please
head to a specialist. Its worth getting these things checked
sooner rather than later as if they catch it at the early stages it
can ge [sic] fixed easier” (T20C2).
In this case, even though the commenter normalised the
bladder issue they suggested that if they listen to their body it
helps them to distinguish abnormalities in the early stages.
10.3. Informational support
The third type of support provided by commenters was
informational support (20.4%, n = 45). The commenters replied
by offering advice, recommendations and information to assist
with solving any physical and mental problems raised by the
original posters. In Thread #20, in reply to a poster who was
seeking information on whether there were other ways to solve
urinary incontinence apart from exercise:
“I had the same problem a couple of months after having my
second. I spoke to my GP [General Practitioner] who referred
me to a physiotherapist at the public hospital I birthed at and
she was great. She assessed the strength of my pelvic floor and
gave lots of suggestions to help strengthen it. There's a machine
you can hire that sends an electrical pulse that tightens up the
muscles, it's a bit strange to use but I definitely felt results. If you
make an appointment with your doctor they should be able to
refer you to someone that can offer some more advice” (T20C2).
The commenter discussed her experience with her GP and
explained the process of healing that she passed and convincing
the poster to seek professional help.
11. Overarching theme: appropriate and inappropriate
normalisation of post-childbirth health problems
Postpartum care in regard to maternal health problems is
defined by WHO [10] as assessment of urinary incontinence,
depression, postpartum bleeding and lochia by healthcare
providers. A key finding from this study was ‘normalisation’ of
health problems after childbirth. Reading through the online
discussions among women, we extracted two subthemes related to
the concept of normalisation. The first subtheme is ‘postpartum
adjustment’ and the second is ‘the fallacy of normalcy’.
‘Postpartum adjustment’ describes the process by which
women perceive the discussed problems to be a normal part of
adjustment after childbirth, and consequently normalise difficul-
ties such as infant problems or managing motherhood roles, and
tasks plus any physical and maternal mental health adjustment
during the first six weeks after childbirth.: A content analysis of women’s online post-childbirth health-related
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tried to justify any maternal health problems as a normal process
after childbirth during the first twelve months after childbirth. We
called this ‘the fallacy of normalcy’, as any health problems that
extend beyond the postpartum period of six weeks is not normal
and needs professional help.
11.1. ‘Postpartum adjustment’
‘Postpartum adjustment’ is proposed as the main reason for
health problems in the first six weeks post-childbirth. Women
reminded each other that during this period, they must adapt to a
new role; their personal and social life have changed dramatically,
with the priority being a focus on the infant's needs, like
breastfeeding. They give encouragement that adjustment to the
demands and burden of motherhood gradually gets easier and
women should get help from family and friends as well:
“I honestly feel that the first 6 weeks after having a baby are the
most challenging weeks of your entire life. I think many people
underestimate just how exhausting it actually can be. Your
number 1 priority is you and bub. Housework etc. is waaay
down the bottom of the list. Get out of the house. Go for a walk
around the block with bub. Go out for lunch . . . Whether it's
your DP [dear parents]/DH [dear husband], your GP [General
Practitioner] or even someone from Beyond Blue etc. If you are
really struggling there is absolutely NO shame in asking for
help” (T21C6).
Another commenter tried to encourage the poster that
problems get better and “Hang in there”:
“ . . . With both of mine I found the first 6 weeks was soooo
bloody hard! Then it started to get easier as we all got into the
swing of things, feeding and sleeping got better, smiles started
to appear, and I was able to get out and about a bit more. Hang in
there lovely, you can do this!” (T21C21).
Commenters also remind each other that physical and
hormonal changes occur and their children's problems are part
of the motherhood adjustment as well. Importantly, their com-
ments reflected the struggle with the new role as a mother and
how mothers must adapt and embrace their problems in this
period and be kind to themselves:
“It definitely gets better! Those first few weeks of motherhood
are hard!! It is a big adjustment, plus you are tired and have lots
of hormones making things even harder. The feeding and
changing etc. is also at its most demanding. I would try and get
out whenever you can. A little walk or a trip to a cafe makes a
huge difference. Also, don’t put too much pressure on yourself.
Just do whatever you need to do to get through the first couple
of months and then it does get a bit better. I personally love this
article about the “fourth trimester”. It was the most helpful
thing anyone ever shared with me as a new parent and hope it
helps you too: https://pregnantchicken.com/whatyou..bout-
newborns/” (T21C5).
Another commenter clearly explained there is a new lifestyle
after childbirth with a dramatic change in their role and showed
their sympathy as they are not alone:
“I think there's also a process of grieving the old life you had
that's now disappeared. i think there's a lot of pressure to love
your new role of mum instantly and unquestioningly, and that
we’re supposed to be ok and even excited about the disposal of
our old childless lives. it's such a silly notion when you think
about it, but we accept the model that's presented to us as
though it's gospel and normal. it takes a while to adjust into any
new role, and it takes a while to adjust to a new lifestyle and be
upset about the lives we had that we no longer have. under anyPlease cite this article in press as: M. Rouhi, et al., The ‘fallacy of normalcy’
support, Women Birth (2020), https://doi.org/10.1016/j.wombi.2020.04.
329other circumstance, a new job, a move to a new city/state/
country, etc., we would recognize hey, . . . go easy on yourself
OP, becoming a mum is a rude shock to many. you are most
definitely not alone xx” (T21C29).
Commenters convinced the posters to ignore the problems as
part of postpartum adjustment and their attention shifted to the
infant's need and mother's new role.
11.2. ‘The fallacy of normalcy’
In this subtheme posters and commenters discussed health
problems which are not normal and may even require the
intervention of professional healthcare providers to resolve. Some
commenters normalised the problems and encouraged the posters
to ignore these as part of a normal process after childbirth, but
others, while agreeing the problem were normal, suggested
seeking medical or family help.
In one thread, the poster was asking for practical advice about
the wetness and odour originating from her incontinence. Her
description showed she had severe and continual urinary
incontinence. The poster appeared to accept her problem as
normal and instead of seeking professional help, she sought advice
on products to hide the odour of her incontinence. Concerningly,
most commenters seemed to agree that it is a normal condition
and advised the poster on different products to resolve the wetness
and odour, suggesting “absorbent & fragranced” incontinence
products:
“I think some of them upset the natural Ph of the vagina-leaving
you more susceptable [sic] to yeast infections and what not. The
vagina is meant to be self cleaning. Having said that though i’m
sure there would be nothing wrong with using some cleansing
wipes or something-so long as you were just using it on the
labia etc. and not internally IYKWIM? Perhaps you could have a
look and see if they make some wipes like the ones for babies
but for intimate adult use. Something for sensitive skin/
unfragranced perhaps? I’m pretty sure they make some special
liners for incontinence that are a bit more absorbent &
fragranced etc.-to stop the wet patch problem” (T21C2).
One commenter replied by introducing a pad that she used to
resolve her incontinence:
“I use the Tena lady incontinence pads – they are especially for
urine leakage and incontinence so more absorbent. You can ask
the company for free samples etc. They aren’t the only company
that makes incontinence pads – they are located within the
sanitary pad section as well” (T21C9).
A small proportion of women addressed it as normal
incontinence but advised her to seek further help:
“Also just in regard to incontinence you can see a physio about it
and they can help you with advice and exercises etc. I went to
one at the hospital following the birth of my bub and I had
incontinence issues as well and the physio helped! Try your
hospital first since they will have contacts in that specialised
area” (T21C12).
Another commenter experienced bowel incontinence for a long
time and encouraged the poster to check the other potential
problems as well. Interestingly the commenter introduced diet
modification to manage anal fissure:
“Not as a rule . . . but if I hang on too long or bladder is too full
and I cough, sneeze it can happen. I tend to put it down to old
age Jax, that is tough with the other department. Do you
mind me saying, are you sure that is the only reason . . . I only
say that cos I had issues for the last six months (TMI warning)
like leaking a bit of mucus from the bowel every time I went to: A content analysis of women’s online post-childbirth health-related
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butt . . . turns out I had rather large growth (discovered and
removed when I had a colonoscopy) I don’t say this to make you
worry, but to heed warnings when things aren’t normal.
Obiviously [sic] you know your body better than me, but this is
my experience and as you say, its helpful to share. Anal fissures
can be managed with diet and drinking lots of water so you
don’t get constipated Angike” (T6C14).
Some of the commenters think that urinary incontinence is
normal but faecal incontinence is not and needs professional
attention, like this poster:
“Urinary stress incontinence is completely normal during
pregnancy and even after, but I’d be encouraging you to seek
further medical advice if there is any faecal incontinence”
(T16C2).
While some of the commenters think that incontinence is
normal some of the commenters considered exhaustion as “not
normal” and showed their sympathy, like this mum:
“I agree with the others – definitely doesn’t sound normal!! But
without knowing what your psychosocial disability is, it's hard
to distinguish whether it's related to that or something else??
So sorry you’re going through this” (T15C8).
Some commenters reminded posters that bleeding, and fatigue
are not a normal situation after birth and encouraged the others to
get professional help:
“I echo everyone's sentiments. What you’re describing doesn’t
sound ‘normal’, especially fatigue/tiredness that is so severe
you’re forgetting to go to the toilet/eat/drink etc. It may well be
psychosomatic, but I would definitely be doing as others have
suggested and getting full bloods done. I know that the thought
of that (going to the Doctor etc.) is probably hard, but it's very
worrisome what you’re describing, especially feeling every-
thing is a ‘failure’. At least by getting a professional to see/hear/
test you, you can find out what is really going on with your mind
and body” (T15C6).
It was evident that ‘the fallacy of normalcy’ is found in online
blogs both from posters and commenters, and while some of the
commenters guided posters to ignore their problems as a normal
process after birth, others recommended the poster get help from
different health professionals.
12. Discussion
This study sought to provide a picture of women's online
interactions by analysing the discussion boards in a post-childbirth
forum.
In the current study, although women shared different health
problems, pelvic issues, especially incontinence and prolapse,
followed by mental health problems were the key health issues
motivating women to post on the online forum. This is consistent
with our previous systematic review [49]. That review showed that
pelvic issues and depression qualitatively are the most researched
area, which could be related to healthcare providers concentrating
more on mood disorders and incontinence problems than other
health issues. Recent studies highlight that women are now more
informed about pelvic problems and depression [32,33]. While this
fairly narrow range of health problems were found in the online
forum our previous concept mapping study showed women have a
much broader perception of healthcare needs after birth which
include fitness and social connection [50].
To answer the second question, we analysed the common themes
in help-seeking of original posts by the “typology of advice
solicitation” modified by Sillence [25]. Consistent with other studies,Please cite this article in press as: M. Rouhi, et al., The ‘fallacy of normalcy’
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environment to get information support for their infants’ problems
or themselves through social networking [5,6,8,9,15,34,35]. Mother-
hood is a challenging time for women and studies show that they
struggle to cope with the stress and demands during this time
especially for breastfeeding [1,5,36,37]. Prenatal care equips women
for labour and delivery topics but does not prepare them for post-
childbirth problems [9,33,38]. It is possible that by accessing online
platforms, women reassure the inconsistency of available informa-
tion and get validation as well [35].
‘What support is given to mothers who have posted questions
about post-childbirth morbidities?’ was the third question. In the
online setting peer support was prominent among women to
resolve their anxiety and uncertainties about infant care and
breastfeeding concerns where family and friends could not help
them to cope with these ambiguities [5,33,39]. The online forum
assisted them to share concerns with other mothers who have the
same problems during the transition of motherhood and make
‘unique bonds’ in a mutuality of endorsement, sympathy and
responsiveness [40]. Furthermore, reading other posts about their
post-childbirth challenges helped them to compare their problems
and gave them a feeling of comfort [12].
In our study, while most of the posters asked informational
support, surprisingly most of the peer support given was emotional
support as women shared their stories and emphasised to posters
that they were not alone [12]. A critical review by Doty and
Dworkin [12] to assess online social support for parents, confirmed
that there is unclear meaning for emotional support among
parents but the most prevalent meanings were ‘overcoming
isolation, sharing experiences, building self-esteem, and empa-
thizing’ (p. 185).
This inconsistency between asking for information by posters
and replying with emotional support by commenters may be
explained by the theory of optimal matching described by Cutrona
and Suhr [41]. They proposed two types of support: action-
facilitating support and nurturant support. Action-facilitating
support assists people by providing informational and tangible
support, while nurturant support provides emotional, network and
esteem support. In our study, most of the commenters provided
emotional support by offering empathy or sympathy and did not
necessarily propose solutions to the problems. Cutrona and Suhr
[41] proposed that when people are in stressful situations that
cannot be controlled, emotional support is adopted to help
eliminate the stress. In the context of post-childbirth problems,
we believe that women recognise post-childbirth health problems
as stressful events so emotional support is proposed as the first
nurturant support.
13. Postpartum adjustment and the fallacy of normalcy
In the current study, postpartum adjustment and normalisation
of women's health problems after childbirth are proposed as the
key framing of health problems. Because the first six weeks post-
childbirth is widely recognised as the postpartum adjustment time
when women return to a nonpregnant state [10], issues outside
this period are not well supported by health care services [42].
‘Normalisation’ of post-childbirth health problems that are not
necessarily normal emerged as a key finding during the analysis.
The term ‘normalisation’ comes from Bank-Mikkelsen who worked
with people with mental problems [43]. Robinson [44] later
assessed this concept among people living with a chronic
condition. She showed this group of people attempt to have a
normal life with a chronic health condition by “covering up” their
symptoms. This conceptualisation has been used in the area of
post-childbirth maternal morbidities in our previous study and: A content analysis of women’s online post-childbirth health-related
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problems after childbirth [49].
In this study, we adopted the term ‘the fallacy of normalcy’ to
describe women's perception of their health problems
after childbirth when those problems were beyond normal.
Both this research and our previous study [50] showed that
some women assume that all morbidities are a normal part of
the six-week postpartum adjustment period and will resolve on
their own without the need to seek help. ‘The fallacy of
normalcy’ hinders women from seeking professional help and
family and friends contribute to this, often convincing women
that even mental health or pelvic problems are normal [45]. We
found that women's use of online forums where they can read
and compare other's posts and comments with their own also
contributes to normalisation of post-childbirth problems
[12,37].
Online forums, by providing anonymity, privacy, lack of
embarrassment, support, and appropriate normalisation, help
women to access to information globally [14,15,46]. But
consistent with the current research, women also give unau-
thorised medical advice to each other [13,47]. It is unknown how
many of these women act according to the suggestions they
receive, but there is no doubt that the post-childbirth period is a
stressful time for women and to cope with this period women
need to search for information about their concerns. The
internet is the most used source of information to manage
health problems [12,13], and the credibility of the information
shared by women raises important questions within online
support groups [48], The accuracy of exchanged information
needs further investigation [47].
14. Strengths and limitations
The result of this study clearly showed that women use online
forums as a source of information. This study only looked at one
particular Australian public forum, and other forums and private
online groups may have highlighted different results. Our results
were restricted to Australian women who communicate in English
and are computer literate, therefore it is unknown what concerns
are held by those who are unfamiliar with English or using a
computer.
15. Conclusion
The result of this study demonstrates that some women share
their post-childbirth problems online seeking information and
support. In this online setting, women access informal information
and independently or as a group, make decisions about their health
problems, often without reference to professional opinion.
We recommend that women be directed to high-quality health
information to answer their post childbirth health concerns in
addition to accessing peer emotional support through online
forums. To ensure reliable online information, healthcare pro-
viders should provide websites with content that is monitored by
relevant health professionals who can reply to questions promptly
including notifying participants when a problem is one for which a
professional opinion should be sought. The design of the websites
should be provided in multiple languages to address community
needs. Women should also be prepared during their pregnancy for
inevitable health problems and be reminded by healthcare
workers about what is normal or abnormal to meet the mothers’
needs post-childbirth.
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